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Stated Meeting^ Janua/ry \^th^ 1895. 
Charles B. Penrose, M.D., Ghairman, 
Db. Edward P. Davis read a paper entitled 

CELIOTOMY FOR PAINFUL ABDOMINAL GROWTH OF OBSOURE NATURE ; 
SARCOMA OF THE OVARY WITH CYSTIC DEGENERATION. 

These cases are reported as famishing clinical experience un- 
usual in character and hence worthy of record as giving infor- 
mation of practical value. 

The first case, Mrs. B., a florid-looking German woman, had 
been subjected to operation by au experienced abdominal sur- 
geon between three and four years before coming under observa- 
tion. She stated that a tubal abscess had been treated at that time. 
Celiotomy was performed, from which the patient made a good 
recovery. She continued in comfortable health for several 
months, when she began to notice an enlargement of the abdo- 
men, especially prominent in the left epigastric region. As this 
increase in size continued she suffered from sharp pains in this 
region, for which she sought relief at the various gynecological 
clinics of this city. She first returned to the operator who had 
originally treated her, and was informed by him that she must 
not allow a further operation, as it would certainly prove fatal. 
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At another clinic she received a prescription for iodide of potas- 
sium. At another clinic no diagnosis was stated and she was 
asked to return for further observation. At another hospital 
she was prevailed upon to enter the wards, and as she suffered 
from indigestion her stomach was washed out, which caused her 
to leave in disgust. She was sent to me with the request that 
I examine her to ascertain the nature of her trouble. The pa- 
tient's general health was very little, if any, impaired. A mode- 
rate amount of fat was present in the abdominal wall. The scar 
of the former operation indicated by its breadth and thinness 
that a drainage tube had been employed. On the left side of 
the abdomen, about the level of the umbilicus, could be outlined 
an area of indistinct fluctuation. The sensation conveyed to the 
hand was that of a thick fluid in a tense cyst, or the peculiar 
sensation sometimes designated ** fatty fluctuation." Palpation 
did not cause pain; the patient, however, referred her pain to 
the area of fluctuation. Vaginal examination disclosed an at- 
rophied uterus, freely movable. As the patient earnestly re- 
quested relief and willingly consented to celiotomy, this opera- 
tion was performed at the Polyclinic. She was placed in the 
Trendelenburg posture and the abdominal wall opened in the 
old scar. The intestines were not adherent to the scar. The 
pelvis was found free from abnormal conditions, the tubes and 
ovaries having been removed. On inserting the fingers in the 
direction of the enlargement, the omentum was found to be 
gathered in a mass at that point and to be largely adherent ; 
this was cautiously pulled down, and as much as could be made 
accessible by a moderate traction was ligated in several portions 
and removed. The edges of the old scar were carefully dis- 
sected and the abdomen was closed without drainage. The pa- 
tient suffered from considerable pain for the first three or four 
days after the operation ; this gradually disappeared, and she de- 
scribes herself at present as relieved of her former distress and 
in good health. The abdominal wound healed by first intention. 
When the abdomen was opened in this case nothing could 
be seen or fell of the omentum ; whether it had been replaced 
at the time of the first operation cannot be known. It occa- 
sionally happens in patients who grow fat either after the meno- 
pause, or after the cessation of menstruation following oopho- 
rectomy, that an excessive deposit of fat in the omentum causes 
distention and abdominal pain. While the condition can scarc^^ 
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ly be considered dangerous, the distress which it causes in ner- 
vous patients may be so great that celiotomy is earnestly desired 
for the relief of the condition. A diagnosis of this must be 
made largely by exclusion, as the sensation coTiveyed by a maas 
of omentum is not perfectly characteristic and the nature of the 
growth cannot always be positively recognized. 

The second case reported was that of Mrs. S. R, aged 49 
years, who entered the Polyclinic October 30th, 1894, suffering 
from an abdominal tumor. Her family history was negative. 
She had had four children and no miscarriages. For nearly a 
year amenorrhea had been present.. For five years previous to 
that lier menstruation was painful and profuse, for the last three 
years the flow being almost constant. Pain in the back and in 
the right side had been complained of, and this had increased 
during the past two weeks. 

On examination the abdomen was seen irregularly enlarged, 
and on palpation a large, bard, irregular tumor was felt high on 
the right side of the abdomen and apparently originating from 
the uterus on the right side of the pelvis. Vaginal examination 
showed the cervix enlarged. A firm, slightly movable tumor 
filled the pelvis which could not be separated from the uterus. 
The patient complained of headache, anorexia, and persistently 
dry and fissured tongue. Constipation had become obstinate 
during the past year. On exertion she suffered greatly from 
dyspnea, palpitation, and precordial pain, at intervals lasting 
about an hour, and accompanied by dizziness. She had been 
losing flesh for several months. An examination of the urine 
showed it to be without pathological ingredients, the amount of 
urea being 1.4 per cent. The patient desired an operation be- 
cause of the obstinate pain, which was becoming worse, the 
rapid failure in general strength and health, and the well-marked . 
pressure symptoms. When the abdomen was opened the tumor 
was found to be a solid and cystic tumor which had originated 
in the right ovary, dissecting up the right broad ligament, 
crowding the uterus down and to the left, forcing the bladder 
down upon the pelvic floor and toward the patient's right. The 
pelvis was almost filled with the solid portions of the tumor, 
irhich had contracted numerous adhesions. The anatomical 
landmarks usu«|,lly found in the pelvis were entirely gone, and 
the ovarian artery of the right side was greatly elongated upon 
the sarfi^ce of the tumor. Between two and three quarts of a 
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thick, dark fluid, resembling the dregs of beef juice, were evacu- 
ated. Adhesions were liberated, a pedicle made, and the tumor 
in large part removed. The solid portion had penetrated the 
capsule of the tumor, and masses of firm, pinkish-gray tissue 
were abundant in the pelvis. The abdomen was thoroughly 
douched with sterile water, a glass drainage tube carried to the 
bottom of the bed of the tumor and surrounded by iodofomi 
gauze. During her preparation for the operation, and during 
the latter portion of the operation, the patient vomited a dark, 
grumous fluid which somewhat resembled the contents of the 
cyst. She suffered considerably from shock, but reacted under 
stimulation and saline transfusion. The wound was redressed 
nine hours after operation, when free drainage of reddish serum 
without hemorrhage was found. The patient's temperature, 
however, rose steadily after the operation, and she died thirty 
hours after the removal of the tumor, with a temperature of 
1074° ^- The abdomen remained flat ; the patient passed fifteen 
ounces of urine, and also flatus. She was conscious until a short 
time before death, and complained of no pain. She had feared 
cancer, and her flrst inquiry was regarding the character of the 
tumor. A post-mortem examination could not be obtained. 

The tumor was found to consist of two portions — a solid, 
pinkish-gray, firm portion which resembled in outline the ovary, 
but was three times the size of a normal ovary, becoming at one 
border a cyst; from that portion of the tumor from which the 
cyst sprang the solid masses already referred to apparently had 
their origin. 

On microscopic examination the structure of the tumor was 
such that a satisfactory permanent slide could be obtained with 
great difficulty. Thorough examination of the solid portion of 
the tumor showed it to be a round-cell, alveolar sarcoma in which 
the alveoli had dilated and undergone cystic degeneration. 

Sarcoma of the ovary is most often met with in young women 
and in children. A superficial examination of this tumor at 
the time of its removal showed many resemblances in gross 
structure to papillomata of the ovary described by Sutton as 
arising from the paroophoron. The interior of these tumors is 
frequently studded with warty growths, which infect the peri- 
toneum. Peritoneal warts are generally soft in structure, bleed- 
ing easily upon handling, or else in a condition of calcareous 
degeneration. Sutton, however, states that papillomatous cysts 
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are sometimes associated with sarcomata. In the tnmor in 
question, although its anatomical situation was that of a papil- 
loma, yet its structure and the clinical history of the case empha- 
sized the malignant character of the growth. The solid portion 
of the tumor, the enlarged ovary, was firm upon section, and of 
the pinkish-gray color seen in sarcomatous growths when freshly 
cut. The metastatic deposits in the connective tissue of the 
pelvis resembled the enlarged ovary in character, and, while 
moderately vascular, did not bleed as do peritoneal warts. The 
fluid contained in the tumor resembled most closely that ob- 
served in malignant growths of a cystic nature. 

From my first observation of this patient the element of con- 
stitutional infection was well marked. Her severe pain, the dry 
and fissured tongue, her attacks of syncope, and the vomiting 
of dark-colored, grumous matter, resembling the dregs of beef 
juice, which occurred while preparing her for the operation, 
pointed to the malignant nature of the disease. No prognosis 
was given to the patient or her friends, but the statement was 
made that she was suffering from tumor from which her only 
relief lay in immediate operation. It is an interesting illustra- 
tion of the delay to which patients are subjected through the 
ignorance of medical advisers, that, but a short time before ope- 
ration, the patient was assured by a graduate of medicine in this 
city that she had no tumor and that she would soon be well. 
Her symptoms after the operation were those of profound 
poisoning without the phenomena of inflammation. The fact 
that the abdomen remained flat, that the patient passed flatus 
from the intestine, that a considerable amount of urine was 
secreted, and that she did not suffer pain, with the free drain- 
age of pinkish serum from the location of the tumor, shows that 
peritonitis was probably not present. In the absence of a post- 
mortem examination, it seems reasonable to ascribe her death 
to the rapid absorption of malignant poison from the metas- 
tatic portions of the tumor which it was impossible to entirely 
remove. 

The clerk read a paper by Dr. Babton Cooke Hirst on 

THE MANAGEMENT OF LABOR COMPLICATED BY HEART DISEASE. 

It appears from a statistical study of labor in women with 
heart disease that the mortality is very high. There are some 
writers who place it at fifty per cent. But this is not my ex- 
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perience, nor is it the experience of some of ray friends in active 
practice to whom I have spoken on the subject. It has been my 
fortune to see a nomber of these cases, and among them some of 
the severest type, several of them with a fatal issue within six 
months after confinement, but so far I have been lucky enough 
not to lose a parturient or puerperal patient from this compli- 
cation. I recall one woman with valvular disease — both insuffi- 
ciency and stenosis of. the left auriculo- ventricular orifice — who 
sat bolt-upright in bed, day and night, for weeks before delivery, 
with labored breathing and with a face as blue as indigo ; another 
patient with congenital heart disease of both mitral and tricuspid 
valves, a primipara at the age of 44, with advanced kidney dis- 
ease to boot; a third with disease of the aortic orifice and an 
enormous aneurism of the arch of the aorta ; a fourth with mitral 
disease of long standing, albuminuria, profound anemia, and an 
exceedingly rapid, weak pulse ; and a number of other cases not 
so striking, of which I have unfortunately preserved no exact 
record. Some of these women caused me the greatest anxiety, 
and I cannot help thinking that their recovery was due to a treat- 
ment sound in principle and carried out with sufficient energy 
and attention to details. The management of these cases which 
has proved successful in my hands so far, and to which I shall 
adhere as long a6 it yields good results, may be briefly outlined 
as follows : 

In addition to the care every pregnant woman should receive 
in the matters of diet, regulation of the bowels, exposure to cold 
and limitation of exercise, etc., the pregnant woman with heart 
disease should have iron and strychnia ; and one of the heart 
tonics, digitalis or stropbanthus, should be administered in larger 
doses than would be given to the same patient were she not 
pregnant. 

The urine should be examined more frequently and more 
critically than it usually is in pregnancy. 

Pregnancy as a rule should be terminated prematurely. This 
not only secures an easier labor, but it avoids the strain upon the 
heart that increases with every day in the last month of gesta- 
tion. 

Finally, when labor begins, digitalis and strychnia should be 
administered in large doses hypodermatically until the os is the 
size of a dollar; then, in case of head-first labors, forceps should 
be applied and the child extracted as rapidly as possible, without 
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regard to the integrity of the maternal tissues and without anes- 
thesia. In several cases I have deeply incised the cervix on all 
four sides to facilitate delivery. 

This plan is of doable advantage to the woman. It shortens 
the labor and saves her all the fatigne of voluntary muscular 
effort in the second stage, and it insures a hemorrhage from 
lacerations along the birth canal when the child is bom — the 
best safeguard against engorgement of the lungs and overstrain 
of the heart after childbirth. 

Meanwhile there should be placed in easy reach a hypoder- 
matic syringe charged with nitroglycerin solution and some 
pearls of nitrite of amyl, the qaickest-acting stimulants at our 
command ; and when the placenta is expressed no ergot should 
be given, nor should other means be taken to prevent post-par- 
tum bleeding, which, within bounds, should rather be encour* 
aged. 

As soon as practicable a large pad above the umbilicus and a 
tight binder should be applied to compensate for the sudden 
diminution of intra-abdominal pressure. 

Dr. Edward P. Davis. — In listening to the last paper I was 
much interested in the observation that patients with aortic dis- 
ease go through pregnancy with comparative comfort, and have 
a labor characterized by very little inconvenience and suffering* 
The exact reason for the difference between cases of aortic and 
mitral disease complicating pregnancy may be found in the hyper- 
trophy of the heart whicn accompanies aortic lesions. The 
greatest danger to such patients comes from mitral disease at the 
stage when compensation is beginning to fail and partial dilata- 
tion of the heart and engorgement of the lungs are present. A 
. forcible description of the comfort afforded such patients, while 
in labor, by an anesthetic, is given by Fordyce Barker. Sum- 
moned to the wife of a physician, he found her struggling for 
breath and in labor, her sufferings being so extreme that Dr. 
Barker was requested to use an anesthetic to allay her distress, 
as her case was considered hopeless. The inhalation of a small 
amount of chloroform produced such a favorable change that 
spontaneous labor supervened. The patient lived for several 
months after her confinement. No one who has had experience 
with these cases can fail to observe the benefit following a 
moderate postpartum hemorrhage, and the delivery of the pla* 
centa should be so conducted as to favor its occurrence. 
Db. Charles B. Penrose read a paper on 

VENTROFIXATION OF THE UTERUS. 

I have presented this very brief paper on ventrofixation, or 
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suspension of the uterus, in order to learn the views of the lei 
lows of this Section on this method of treating uterine displace- 
ments. During the past eighteen months I have performed the 
operation of ventrofixation twenty-five times. The operation 
was done only on those cases where the suflEerings of the women 
seemed referable to the uterine displacement. The cases may 
be divided into the following classes : 

All cases of retrodisplacements with adhesions. Cases of 
retrodisplacements following parturition where repairing of the 
perineum and the use of a pessary failed to cure within a 
reasonable time. Cases of misplacement in multiparous women 
when the disease seemed to have been congenital, or at any rate 
to have shown its first symptoms when puberty appeared. Such 
cases seem to be especially diflBcult to cure with the pessary. 
Cases where for any reason, such as a tender, prolapsed ovary, 
a pessary could not be borne. Cases of women who, from pov- 
erty, occupation, or residence, were unable to give the pessary 
a fair trial under the supervision of a physician. 

By the cure of retrodisplacement with the pessary I mean the 
restoration of the uterus to such a condition that it will perma- 
nently remain in the normal position after the pessary has been 
given up. I do not think that any woman should be obliged to 
wear a pessary all her life, as was so often done before the intro- 
duction of operative methods of treatment. 

I have pursued the following form of operation : A median 
abdominal incision is made immediately above the symphysis and 
closer to the symphysis than is usual in operations upon the pelvic 
organs. Two silk sutures are passed through the inner portion 
of the rectus muscle and the peritoneum on one side of the lower 
angle of the incision, through the posterior aspect of the fundus 
uteri, and through the peritoneum and inner muscular fibres of 
the rectus on the opposite side. The peritoneum is then closed 
by continuous silk suture, the fascia by catgut, and the skin 
by the intracutaneous suture, entered through the skin at the 
lower angle of the incision and emerging through the skin at the 
upper angle. The sutures are passed through the posterior aspect 
of the fundus in order that the intra-abdominal pressure may be 
exerted upon the posterior surface of the uterus. This is espe- 
cially important in cases of retroflexion, for obvious mechanical 
reasons. After the operation of ventrofixation the uterus seems 
to be held permanently in its new position, there having been 
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in 00 case a return of the displacement. In most cases of retro- 
displaeenaent it is necessary to perform some other operation 
in addition to the ventrofixation ; such operations usually are 
salpingo- oophorectomy, perineorrhaphy, trachelorrhaphy, and 
curettement. And for this reason it is difficult to determine 
how much of the relief experienced by the patient may honestly 
be attributed to the ventrofixation. In some cases of simple 
ventrofixation the pain in the back and in the head is relieved 
immediately, the woman expressing her gratification as soon as 
consciousness has returned. This was most strikingly illustrated 
in two cases, one a nulliparous woman with simple retroflexion, 
and the other a woman with retroflexion attributed to a former 
labor. 

They both had complained of severe, continuous, burning pain 
on the top of the liead, and continuous backache — pains of 
which they have been free since the day of the operation. 

During the past fall I liave written to all the women on whom 
I had performed ventrofixation during the year ending June, 
1894, in order to ascertain their present condition. In the let- 
ters then sent I asked : 

Are you benefited by the operation ? 

Have the backache and headache been relieved? 

Have you suffered from any disturbance of the bladder since 
the operation ? 

There were twenty patients thus heard from, and with two 
exceptions they answered the first question in the affirmative. 
The degrees of relief, however, were various. Some women 
were perfectly comfortable, others improved. In many the 
backache and headache, though much relieved, returned after 
prolonged standing or hard work. The women were nearly all 
of the working class and generally returned to work immediately, 
or within a few weeks, after leaving the hospital. 

Immediate relief, and complete relief, of all the symptoms 
from which a victim of long-standing retrodisplacement suffers 
cannot be expected to follow any plan of treatment. Replace- 
ment of the uterus is but the first step in the treatment. Most 
of my patients stated that they had suffered from irritability of 
the bladder, frequent painful urination, for several weeks after 
returning home, but this ultimately disappeared. While in the 
hospital it was not noticed that there was any more vesical dis- 
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turbance after the operation of ventrofixation than in celiotomy 
for other canses. 

In all the eases examined by myself or by other physicians at 
varying periods after the operation, the uterus was found in 
normal position and shape, and with a very considerable range 
of motion. In one case abdominal hysterectomy for tuberculosis 
was performed on a girl upon whom ventrofixation had been 
done six months previouslj^ and opportunity was afforded to ex- 
amine the attachment of the uterus after this lapse of time. The 
uterus was found in normal position, adherent to the anterior 
parietes immediately above the symphysis by a pliable ribbon- 
like fold of peritoneum about half an inch in breadth and half 
an inch in length. Within this band were found the two silk 
fixation sutures. There were no other adhesions whatever to the 
uterus or the appendages. 

In the light of our present experience with the operation of 
ventrofixation I think we can say that it is as safe as any of 
the minor operations of gynecology. It is not followed by any 
bad results or derangement of other organs. It does not inter- 
fere with conception, the course of pregnancy or labor. The 
replacement of the uterus is permanent. If the woman is not 
relieved by the operation, then her symptoms had l>een wrongly 
attributed to the retrodisplacement. 

Dr, J. M. Baldy. — My own experience has followed so closely 
that of Dr. Penrose that I can add very little to the discussion. 
There are several points, however, in regard to the classes of 
patients for these operations. In cases where there is too much 
tenderness to bear the pressure of the pessary or a tampon, on 
account of prolapsed and painful ovaries, something ehe must 
be done for them than mechanical treatment. 

In some cases there is marked relief to be obtained by support- 
ing treatment ; but in the majority nothing but operation will 
avail, and the relief aflEorded by ventrofixation has been marked 
and permanent. Some that I have operated upon have passed 
out of notice. Two patients have passed into pregnancy. Both 
women had prolapsed ovaries. One was very emaciated and 
feeble-looking, and was in miserable health. She returned Lome 
and in the course of three or four months became pregnant^ 
She had had several children before this, and her previous labors 
were very difficult and painful. Strange to say, this delivery was 
an easy one, and several months afterward I found that the ute- 
rus still remained anterior. The other woman went through 
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her pregnancy with very little trouble and also had an easy 
delivery. 

As regards the occurrence of bladder troubles after the ope- 
ration, some cases have had very little, while in others they 
appeared and gave trouble for several months and then passed 
away entirely. 

Most of the hysterofixation operations which I have per- 
formed were those which Dr. Penrose would classify as uncom- 
plicated. In one or two I had to perform also ovariotomy, but 
these in my practice have been exceptions to the rule. 

Dr. John C. Da Costa. — My experience has been unlike Dr. 
Baldy's. Most of the cases which I have done were those in 
which the tubes and ovaries were removed at time of operation. 
The cases in which the best results are obtained are those in 
which the tubes and uterus are bound down by adhesions. 
Those who have suflEered most are those in whom the uterus was 
immovable. 1 have gone even further than Dr. Penrose in 
discarding the use of the pessary. I have had considerable ex- 
perience in past years, and my experience is that pessaries do 
little or no good and can do great harm. They temporarily 
support the uterus, but they also strain the ligaments and weaten 
the vagina. As soon as they are taken out the uterus tumbles 
down, because it no longer has the support which Nature fur- 
nishes. The only pessaries I use of late years are made of soft, 
elastic cotton, or wool. I could spend the evening in telling of 
cases of pessaries that ulcerate toward the bowel or make ugly 
sores upon the surfaces of the uterus and vagina. 

With regard to bladder troubles after the operation, I have 
not found that they are much more numerous or troublesome 
than they are after other abdominal operations. In all such 
operations we find a large proportion in whom the urine has to 
be drawn during most of the time that the patient remains in 
bed. It seems impossible for some women to pass their water 
while in bed. Now, if we look at the anatomical relations of the 
parts, we see the explanation of the frequent desire to urinate in 
cases of ventrofixation. When the uterus is turned backward 
its ligaments are stretched, the bladder is drawn upward and it 
is able to hold a large amount of urine. After you fix the uterus 
to the anterior wall of the abdomen, a small amount of urine will 
fill the bladder enough to press against the uterus, and the desire 
to empty it occurs. This difficulty disappears as soon as the 
organs become accustomed to their new relations. 

Dr. Edward P. Davis. — In a recent case of ventrofixation in 
which operation was done to overcome a very obstinate occlusion 
of the rectum, the method of operating was different from that 
described by Dr. Penrose. After opening the abdomen the an- 
terior surface of the uterus was freshened over a considerable 
area where it would come in contact with the abdominal wall. 
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Two double silkworm stitches were passed through the ab- 
dominal wall and into the anterior wall of the uterus, and were 
brought up and fastened by shot at the sides of the incision. By 
their pressure the abdominal wall was brought into coaptation 
over the uterus with a satisfactory result. Eight months after 
the operation the patient expresses herself as relieved of her 
rectal trouble. 

Dr. Penrose. — My cases have been mostly like those of Dr. 
Da Costa's, being generally complicated by ovarian disease, and 
this disease chiefly on one side, so as to require oophorectomy in 
addition to ventrofixation. 

I am very glad to hear the remarks of Dr. Da Costa about 
pessaries. His great experience in this line gives to his remarks 
great weight. We are rapidly approaching the point where the 
pessary will go out of use and operations like ventrofixation of 
the uterus will come more and more into use. 

SILK LIGATURES REMOVED FROM STUMP OF BROAD LIGAMENT. 

Dr. Edward P. Davis. — This group of three ligatures of silk 
was removed from the stump of the broad ligament in the case 
of a patient who had originally suffered from puerperal septic 
infection. Abdominal section had been performed to empty a 
tubal or ovarian abscess. The patient had been annoyed by the 
persistence of an abdominal discharge after the operation. On 
reopening the abdomen a fistulous tract, having walls as thick as 
those of the small intestine, was found passing to the bottom of 
the pelvis. At the side of this track the ligatures exhibited 
were detected and removed. The sinus had resulted from the 
persistent injection of various antiseptic fluids in the effort to 
secure healing. After the removal of the ligatures the sinus 
was treated by packing with gauze, with a favorable result. 

Dr. Da Costa. — Had I known that this was to be presented 
I would like to have brought some specimens of my own. There 
was a case that I operated upon a year ago last December ; it was 
the first and only case in which I had a ligature come away after 
operation. It was a peculiar case. The operation was a very 
hard and complicated one; it was done in the beginning of 
December. I remember that I used a very long piece of silk in 
«ewing up the broad ligament. The tissue sewn up was about 
four inches long and the mass was as wide as my finger. The 
wound healed up very nicely and the woman was practically 
well. She came back in July with a little fistula. I fished around 
and found the ligature with a rat- tooth forceps. I was afraid that 
there would be trouble if I pulled it out at once, and so fastened 
the loop over a rubber bar. In the course of a week it came 
away, and measured about fifteen inches. In the course of an- 
other week I got the ligature off from the other stump, and the 
woman got entirely well, and from the first of August to the 
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first of December she gained twenty-five pounds in weight. In 
this case the wound healed up entirely and some months later 
tl^ fistula formed. I took a ligature away in another case to 
which I was called by a physician a year after the operation was 
done by a surgeon now living in Chicago. The wound had 
healed up, but had opened again about four or five months before 
I saw the case. There was a good deal of diflSculty here in 
securing the ligature. Finally I got it away and the woman 
made a perfect recovery. If this accident occurs, as in Dr. 
Davis' case, unless the ligature comes away it may keep the 
woman sick and suffering for months. 



Stated Meeting March 21 5^, 1895. 
Charles B. Penrose, M.D., in the Chair, 
Dr. Robert G. Lbi Conte read a paper entitled * 

AN operation for THE RESTORATION OF THE SPHINCTER ANI, 

I desire to present for your consideration this evening an 
operation for the restoration of the sphincter ani in complete tears 
of the perineum. The two steps differing from the usual opera- 
tions are the stretching of the sphincter muscle so that it may be 
paralyzed for a few days, and the uniting of the ends of the muscle 
with the tendon suture. It was suggested to my mind by seeing 
the sphincter sutures in an Emmet operation tear their way out 
and a failure result. The cause of these stitches tearing out 
seemed to me to be due to the muscular contraction exerted 
by the sphincter, together with the fact that in an end-to-end 
suturing of muscle the stitch is only held by the loose connective 
tissue that binds the little bundles of muscle fibre together. If 
this- be true I would suggest as a mode of uniting the sphincter 
the same stitch that is used in the suturing of tendons, based upon 
the same reasoning. 

A muscle is made up of small bundles of fibres glued to- 
gether by soft connective tissue, and the only hold a stitch has, 
wiien passed through the ends and tied, is this tissue that binds 
the fasciculi together, and the suture is apt to tear out from any 
slight tension on the part. In the tendon suture the needle is 
passed through the side of the muscle and the thread tied, so 
that the knot contains a small bundle of muscle fibres in its loop,, 
and any tension that is placed upon it will be at a right angle to 
the force exerted by the muscle, instead of in the same line. 
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I can probably best describe what I mean by going through 
the different steps of an operation. The surface to form the new- 
perinenm is freshened and denuded in the usual manner, in shafe 
something like this (Fig. 1). The stitches to sew up the lacera- 
tion in the rectum are passed from below upward, so that when 
tied the knots will come in the lumen of the gut. The sphinc- 
ter is now well stretched until the mucous membrane at the mar- 
gin of the anus breaks into little fissures. A good way of doing 
this is to place both index fingers in the anus and grasp the 
sphincter with the thumbs outside, then make traction by rais- 
ing the elbows and rotating the thumbs away from each other. 
This stretches the muscle in a circular manner (if I may so ex- 
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press it) and prevents any undue strain coming on the rectal 
4Butures. The sphincter, of course, may be stretched before ^the 
rectal sutures are tied, but to my mind any force that would be 
.fltrong enough to tear out these stitches would also be suflSciently 
violent to increase the laceration of the rectum upward. The 
sphincter having been stretched, the two ends of the torn mus- 
cle are hooked up from their dimple-like depression with a tena- 
culum and pulled into view. To be certain the muscle is caught 
the sphincter is grasped below, and when traction is made with 
the tenaculum the muscle will be felt to move beneath the fin- 
ger. The ends of the muscle are freshened either by cutting 
off a small portion with the scissors or by fraying the ends well 
with the point of a knife. Two medium-sized catgut sutures are 



COLLEGE OF PHrSICIANS OB' PHILADELPHIA. 



15 



passed through the side of the muscle opposite to each other and 
tied, and the ends left long (Fig. 2). Two similar stitches are 
passed on the other end of the sphincter, and the muscle is 





Fig. 2. 
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brought together by tying the long end of the sutures at one 
end to those of the opposite end (Fig. 3). 

The rest of the operation is completed in the usual way, 
beginning at the highest point in the vagina and making the 
fiutures curve downward and forward to the rectum. The skin 
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sutures are passed directly backward, with the exception of the 
last one, which is passed through the sphincter and curved up- 
ward so as to anchor the muscle in its proper place (Fig. 4). 
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Dr. Baldy nsed this method on his last case at the Gynecean 
Hospital. It was one of eight years' standuig, and the patient 
had been twice previously operated npon by snrgeons ontside^ 
with unsuccessfal result. The suturing materials used were 
catgut for the laceration in the bowel and sphincter, and silk- 
worm gut for the vagina and skin surface. The silkworm 
stitches were removed on the eighth day and the wound found 
well healed, with perfect control of the bowels. 

The advantages of the operation seem to me to be these :: 
By suturing the muscle in the above manner the stitches cannot 
cut their way out ; and, secondly, by stretching the sphincter 
you give it absolute rest until union has taken place, and at the 
same time have a comparatively large opening to the bowel for 
the escape of feces. 

Dr. J. M. Baldy. — It seems to me that the proposition 
made by Dr. Le Conte is so important, in connection with 
sphincter tears, that there should be more attention given to it. 
Unquestionably there are cases in which the usual operation has^ 
given relief, but there is no question in my mind that there are 
a number of these cases which give pretty good results sympto- 
matically, in which the ends of the sphincter are not really 
united. The results are not so good as where the ends of the 
muscle are united. Just in proportion as the ends of the sphinc- 
ter are wide apart, in just that ratio you will have incontinence 
of fecal matter. This is the general rule, but there are cases in 
which there are torn sphincters which get on pretty well for the 
rest of their lives, having no trouble except when there is diar- 
rhea. I recall the case of a woman who sued a doctor for a 
torn sphincter. The doctor had called in another man to do the 
operation, but he did not unite the ends of the sphincter; and 
yet this woman came into court and claimed that she had had 
complete control over the sphincter since the operation. When 
the ends are not united there is. only relative control. In the^ 
case referred to by Dr. Le Conte there was only about half the 
sphincter left, and when she was put on the table I remarked 
that I doubted very much whether we could get a good result. 
In that case I would not have obtained such a satisfactory re- 
sult had we not adopted the plan recommended by Dr. Le Conte. 
The stitching of the muscle ends and the stretching is a good 
combination. The stretching is, of course, not a new proce- 
dure, but in combination with the tendon suture it is a decided 
improvement. The method which I have followed for years is 
to put the stitches into the dimpled points, without making a 
special effort to take up the muscular tissue itself. The muscle 
is about one-quarter of an inch below the dimple, and unless- 
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jou take special pains to bring the muscle ends together you 
<;annot get good results. This is the i:eason why patients come 
back without complete control over their sphincters. It is a 
very good plan to lift up the muscle and mate traction upon it 
by means of a tenaculum. The muscle is not usually seen, as 
the operation is generally performed, because there is a false 
aponeurosis developed covering the torn ends, and, in addition, 
the fibres of the muscle are retracted. Therefore you will not 
get good muscle apposition unless you fray out the muscle ends 
so as to have the muscular tissue exposed. 

It is not such an easy thing to stretch the muscle as it seems 
from Dr. Le Oonte's remarks. The taking up of the sphincter 
with the finger and thumb is easier to describe than to do. But 
"by grasping the muscle by the thumbs and fingers and lifting up 
the arms the operator gets considerable leverage. Then, if it be 
not enough, it can be done again when the stitches are all in, 
without the danger of their tearing out. In old cases there is 
some danger that the stitches will slough out, but the operation 
AS recommended by Dr. Le Conte tends to overcome this. It is 
a very practical and a valuable improvement over the ordinary 
operation. * 

Dk. Charlks p. Noble. — I have been much interested in the 
paper. Of course the only way to test the operation is to do it 
in a number of cases and observe the results. The method of 
suturing is novel, but the other points are not new. When I 
was a student I was taught to stretch the sphincter, and to 
fitretch it for several days, before the operation. As to the time, 
I would suggest doing it before the denudation, as then there 
<»an be no danger of tearing the tissues at the uppv angle of the 
laceration. In my last three cases of sphincter restoration I 
have adopte<l the plan of using silkworm sutures for everything, 
and they all got along well. Formerly I used catgut sutures in 
the rectal mucous membrane. I have failed to get union with 
restoration of function in but one case. .Since using silkworm 
^t exclusively I have introduced the rectal sutures deeply 
enough to include about one-third of the sphincter, so that the 
jsphincter ends are in contact before the external sutures are in- 
troduced. When I used the catgut sutures in the rectum I in- 
■cluded only the mucous membrane. I think well of this opera- 
tion of Dr. Le Conte and shall try it. 

With regard to the point mentioned by Dr. Baldy, I think it 
is the habit of all operators to lift up the dimple with the tena- 
"Culum and snip oflF the ends of the muscle. I have never seen it 
done in any other way. This is done to expose the end of the 
retracted muscle and to secure good union. 

Db. B. 0. Hirst. — It seems to me that the proposed opera- 
tion is open to the objection that the ends of the muscle may 
«lough, but this question can only be answered by experience* 
The stitches in the old plan of suturing will not cut out if they 
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are inserted deeply enough. The sheath of the muscle hold^ 
them, if the muscle itself should not. 1 have been in the habit 
of passing the stitches deeply through the ends of the muscle^ 
and of knotting them in the rectum. Just above the sphincter 
I put a stitch like Emmet's sphincter stitch ; this reinforces the 
two stitches in the sphincter and lessens the strain upon them^ 
I have not yet had a failure by this plan. 

Dr. Noble. — It seems to me that the point raised by Dr. 
Hirst as to the stitches tearing out depends upon how tightly 
they are tied in the muscle and whether the muscle is strangu-^ 
lated or not. 

Db. C. B. Penrose. — The operation of Dr. Le Conte is cer- 
tainly a very ingenious one. 1 have no doubt that there are 
some cases in which it may be found useful. I wish, however^ 
to say a few words, not against this operation, but in favor of the 
old one, or the one which was introduced by Dr. Emmet. Like 
Dr. Noble, I have always used silkworm gut sutures in all plastic 
work about the perineum or vagina. In case there is a lacera- 
tion extending up the recto-vaginal septum, I close it by meana 
of silkworm-gut sutures introduced from the vaginal aspect. I 
have never introduced sutures, in the closure of a tear of this- 
kind, by way of the rectum. It does not seem possible to me to 
stretch the sphincter ani as Dr. Le Conte suggests. We do not 
grasp the sphincter muscle itself directly, but we grasp the tis- 
sues surrounding this muscle somewhat like a sheath, and the 
muscle necessarily slips away from the fingers and we stretch 
only the surrounding tissues. As you know, the operation of 
dividing the sphincter ani by a median posterior incision ha& 
been followec^in some cases where the muscle was so contracted' 
that it seemed impossible to draw the lacerated ends together* 
It is always necessary, in case of operation for repair of the torn 
sphincter ani muscle, that the muscle should be attached to the 
median point of the recto- vaginal septum lying immediately 
above ; otherwise we ^are apt to have a small fistulous opening 
lying in the recto-vaginal septum immediately above the sphinc- 
ter ani muscle. 

In Emmet's operation for the restoration of the sphincter thi& 
accident is avoided, because the one or two chief sutures pass- 
through the muscle and through the recto-vaginal septum. We 
of course do not see nearly so many injuries of tins kind at the 
present day as occurred formerly. In the experience which I 
have had I have never had a failure of muscular union and of 
perfect retentive power over both flatus and feces after follow- 
ing the method of Dr. Emmet. During the past winter 1 have 
operated upon four women at the University Hospital with com^ 
plcte tear of the sphincter ani, and in every case there was per- 
fect retentive power from the day of the operation. In one of 
these women the tear was of twenty-five years' standing, and she 
had borne nine children since the receipt of the injury. I think 
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that failure to obtain muscular union and perfect control is not 
due to any fault of the old operation, but is due to the fact that 
the steps of the old operation have not been properly followed. 
The great mistake which is made is that the sutures are intro- 
duced too far oat and too far forward to grasp all the fibres of 
the sphincter ani muscle; and very often we see a case operated 
on in this way in which there is ho muscular union whatever, 
though the recto-vaginal septum may have been completely re- 
stored, or in which there is muscular union of only the outer 
fibres of the sphincter ani. 

Dr. Le Conte. — The objection of Dr. Penrose is answered at 
the end of my paper. The last stitch used is the same as Dr. 
Emmet's. With regard to the strangulation of the muscle, men- 
tioned by Dr. Hirst, I think that it is the same with the sphinc- 
ter as with other muscles of the body : the catgut does not hold 
the muscle so tightly as to cause sloughing, and soon yields by 
becoming softened and absorbed. 

De. J. M. Baldy read a paper on 

LIGATURE AND SUTURE MATERIAL IN HYSTERECTOMY. 

The question of the character of material to be used in the 
process of ligating blood vessels and closing wounds in the ab- 
domen has been one which has received a very considerable 
amount of discussion. An infinite variety of material has been 
recommended and used by various operators. In fact, there are 
many surgeons who contend that the suture material they use is 
the only one. 

As a matter of fact, however, it is undoubteilly true that it 
is of far more importance who places the sutures, and that the 
sutures be perfectly sterile, than that they be made of any par- 
ticular material. This is in general true. I have repeatedly 
used all sorts of ligatures and sutures with the same success as 
far as the immediate result of the operation was concerned. In 
watching my cases of abdominal hysterectomy, however, in their 
subsequent convalescence, a certain proportion of them were 
observed to have a profuse and persistent vaginal discharge. 
The first patient to call my attention to her condition was one 
on whom I had performed a complete abdominal hysterectomy. 
In doing this operation it is my habit, after the uterus has been 
removed, to bring the cut edges of the vaginal mucous mem- 
brane together by a continuous suture ; the cut peritoneal 
edges and connective tissue are then brought together in a simi- 
lar manner by a separate continuous suture, drawing the stumps 
of the uterine arteries in between the vaginal mucous mem- 
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brane and the overlying peritoneum. In this manner all the 
wound is below the peritoneum (extraperitoneal), as are also the 
stumps of the uterine arteries. In the past all the suture ma- 
terial used for this purpose, as well as that of the ligatures, has 
been silk. After three or four months of profuse vaginal dis- 
charges the patient above referred to brought me several pieces 
she had passed from her vagina ; within a week after the dis- 
charge of the pieces her leucorrhea ceased. An examination of 
what she exhibited proves them to be pieces of silk, evidently 
the continuous suture which had been used to bring together 
the cut edges of the vaginal mucous membrane. 

It is more than probable that the cause of the suppuration 
was due to the fact that the silk suture became infected from the 
vagina. That this must have been true is proven by the fact 
that the same silk was used throughout the operation and there 
was no trouble at any other point, although considerable of it 
was left in the abdominal cavity. If the suture in the vagi- 
nal mucous membrane becomes infected and causes prolonged 
suppuration with the subsequent discharge of the suture mate- 
rial, there is no good reason why the infection should not ad- 
vance a step further and involve the ligature on the uterine 
arteries and even the suture which brings the peritoneal edges 
together. As a matter of practice I have found this to be not 
only a possibility, but an accomplished fact. Dr. Homer C. 
Bloom has kindly looked up the records of some thirty-seven 
cases for me. Of these thirty-seven cases six have had pro- 
longed vaginal discharges with the subsequent throwing off of 
suture and ligature material together with a cessation of the 
discharge. In one case the "material did not come away for 
eleven months. Four of the six cases discharged only the fine 
suture; in two of the cases, in addition to the tine suture ma- 
terial, the heavier pedicle ligature was also discharged — in one 
case the ligature from one side only, in the other the ligatures 
from both sides. 

Two deductions might be drawn from these facts. In plac- 
ing the suture which joins the vaginal mucous membrane care 
should be taken that the needle does not pass entirely through 
into the vagina; by this precaution no part of the suture itself 
would be exposed to vaginal infection. An animal suture mate- 
rial, which will become quickly absorbed, would obviate possibly 
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the suppuration in a portion of these cases, and would at any 
Tate limit the duration of the process should it occur. 

For these reasons, and with this object in v^iew, catgut has 
been substituted in toto in my hysterectomy work for all pur- 
poses where it is necessary to place a suture. Silk is still re- 
tained for ligating the ovarian and uterine arteries. I am not 
yet satisfied to trust to the strength of the gut for this work, 
the more so as the catgut is, if anything, overprepared so as to 
render it absolutely and certainly sterile, in doing which, of 
course, it is weakened and rendered less liable to sustain the 
amount of strain necessary in placing a ligature. 

Objection has been repeatedly urged against the use of catgut 
in tlie peritoneal cavity on account of the supposed dangers of 
infection. During the past winter it has been used constantly 
in my hysterectomy work; during the past year and a half it 
has been buried in the fascia of the abdominal wall of every 
abdominal section I have performed. During this whole ex- 
perience I have not observed a single case of infection from its 
use. It is easy to sterilize catgut if it is only to be uped for 
suturing or in places where there is no need for much strain to 
be pat upon it. The trouble with most catgut is that an effort 
has been made to render it sterile and at the same time retain 
its original strength. In retaining the strength the sterilization 
has been sacrificed, hence the infection. After each new batch 
• of gut has been sterilized a small piece should be cut off and 
dropped into a culture medium, when a few days will tell 
whether or not it is safe for use. 

Certain it is by its use the convalescence of my hysterectomy 
patients has been rendered less tedious and uncertain. 

Dr. Charles P. Noble. — Dr. Baldy states in his paper that 
the cases in which the suture has been discharged have been 
cases of complete hysterectomy. His objection would apply 
only to cases of complete hysterectomy, but not to cases in 
which the cervix has been amputated above the vagina. 1 have 
used only the silk ligature, and none of my cases have given any 
trouble. Although it is a fact that there has been a superfluity 
of sutures in my early cases, I myself have never used catgut 
in the abdomen. As regards trouble after using silk, I think it 
is more the size of the ligature than anything else that causes it. 
A large silk cord gives trouble where a small thread would not ; 
this is partly because when large silk is used the ligature is 
-tied more tightly, which reduces the vitality of the stump, and 
.partly because if a large ligature is infected the white blood cells 
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are less able to combat the resultant septic processes about the 
ligatare. I have been using silkworm gat as a buried suture for 
abdominal wounds for three years, and out of several thousand 
stitches so introduced I have had trouble in but three cases, and 
this was trifling. I Have heard that Schede, who introduced the 
buried silkworm-gut suture, has abandoned it for the buried sil- 
ver-wire suture. Now, if the jagged ends of silver wire do mot 
cause irritation, it is easy to understand why the ends of the silk- 
worm gut can remain without giving trouble. I would say that 
I have had marked satisfaction in this method of suturing the 
abdominal wall, and do not know of anything in my abdomi- 
nal work which has given me so much satisfaction. Of course 
much depends upon the way in which the superficial stitches are 

Eut in. If dead spaces are left suppuration may result. This 
as occurred in but three of my cases, all of which were hys- 
terorrhaphies. I use the method only in cases which are not 
drained. 

De. B. C. Hirst.— It is to be hoped that Dr. Baldy will telL 
us his method of sterilization. I may state that the method I 
have followed for the last three yesurs with satisfaction is the fol- 
lowing : The catgut ligatures are soaked for twenty-four hours 
in benzine, and are then boiled in alcohol for half an hour on 
three successive days ; the apparatus used for boilinfe the alcohol 
has a condenser attached, so that there is no waste. 1 have never 
had a case of sepsisfrom a ligature. 

It may be of interest for the Section to hear of cases in which 
silkworm sutures were used in the abdominal wall with bad re- 
sults. I saw, some time ago, a patient of Dr. Edebohls in whom 
the abdomen was fairly riddled with sinuses due to buried silk- 
worm gut sutures; it required quite an extensive operation to 
cure her. I have also seen a patient of Dr. Noble who had an 
abdominal sinus from a buried stitch. She told me that Dr. 
Noble had made an attempt to extract it under anesthesia, but 
had failed. I sent her back to Dr. Noble, and would like to 
hear the ultimate result. 

Db. Noble. — That is one of the cases I referred to. I intro- 
duced a blunt hook and took out the suture. I removed it with- 
out any trouble. 

Db. Baldt. — As far as sterilization is concerned, my method 
is practically the same as that used by Dr. Hirst, except that I 
boil the ligatures again just before the operation. This may not 
be necessary, but I think that it is a safe precaution. The point 
I make is that the material used should be tested as to its being 
free from infection, before being used. I believe that ligatures 
can be sterilized in oil, and I refer to Dr. Penrose's specimens 
which he showed at one of the meetings, where the catgut had 
been in oil for three years and was perfectly sterile. My point 
is that the gentlemen who blame the catgut should look for other 
causes of suppuration. They depend upon the fact that the cat-^ 
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gut had been rendered sterile previously, and fail to have a test 
made at the time. Of course there are other sources of sup- 

fmration. Those of us who makq use of catgut do not fear it 
rom this cause. We have used it too long without bad results^ 
not to know that those gentlemen wlio do nave sepsis following 
its use do not have the gut properly prepared and should 
blame themselves, not the catgut. 

The size of the silk has very little to do with it. If the liga- 
tures are perfectly sterilizea it does not make any difference 
what size is used. In the case reported the silk used in the va- 
ginal mucous membrane was the smallest silk I use in abdominal 
work. 

In cases where we drain it seems to me that above and below 
the drainage tube there is a V-shaped opening in which there is 
no contact of tissue, and in such cases there is apt to be failure 
of union. The objection to burying sutures in these drainage 
cases is that suppuration occurs and the suture material becomes^ 
infected ; but, if it do3S, it is the fault of the nurse or surgeon,, 
and not the fault of the drainage tube or the sutures. My ex- 
perience is to the contrary, and for two years I have been, in 
drainage and all other cases, burying catgut and silk in the fascia- 
of the abdominal wall. 
Db. Barton Cooke Hibst presented reports of 

CLINICAL NOTES. 

8EBIOU8 INJUEIES TO THE PELVIC STRUCTURES IN LABOR, AND 
THEIR KEPAIK. 

The history of the young girl from whom photograph No. t 
was taken reads like a page out of a medieval book on obstetrics^ 
She was illegitimately pregnant, and, to conceal her condition 
from her family, took refuge with a midwife in the country.. 
When labor came on it proved diflScult, and at the end of four 
days of hard labor pains no progress had been made. The mid-^ 
wife then called in a physician, who applied forceps and ex- 
tracted the child with great violence. The girl came under my^ 
care some four months after her delivery. She presented a. 
pitiable appearance. Emaciated to an extreme degree, exces-^ 
sively anemic, too weak to stand upon her feet, and unable to 
walk a step, even if her strength permitted, from complete para- 
lysis along the course of the peroneal nerve in the right leg, it 
seemed almost a pity she had survived her labor. On exami-^ 
nation of the pelvic organs the following remarkable injuries^ 
were discovered: When the knees were separated the yulva^ 
gaped enough to admit a clenched fist. The recto-vaginal sep- 
tum was torn thtough the sphincter and to within an inch of 
what was left of the womb. There was a transverse tear in the 
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base of the bladder into which three fingers could be inserted. 
Below this was a mass of cicatricial tissue about an inch wide, in 
the lower or outer edge of wl^icli the lower third of the urethra 
ended as a blind pouch. There was no trace of a vaginal cervix. 
It had either been pulled off in labor or had sloughed off after- 
ward. On both sides of the nterus there were deep pits into 
which the finger could be inserted up to its second joint. These 
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Fig, 1.— Condition on enlerinsr hospital. 

were either abscess pavities or more likely deep tears into the 
broad ligaments that had not healed up. There was of course 
incontinence of feces and of urine. There had been no men- 
struation since the childbirth, and the flow has not yet returned, 
although it is seven months since the girl's delivery, and aht is 
now in the best of health. 

I have operated on this patient five times in four months^ At 
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the first operation the transverse tear in the bladder was closed 
with the exception of an aperture, the size of a lead pencil, in 
the median line. Into this opening I proposed to implant what 
was left of the urethra. But four successive efforts to do this 
failed, for there was not enough vitality in the tissues below the 
band of cicatrix to insure union of raw surfaces, and I wajs 
obliged to rest content with what I had secured by my first ope- 
ration. This, however, was satisfactory enough. The girl can 




Fia. 2.— CoDdition on leaving hospital. 

hold her water all night and for four or five hours during the- 
day. If she rises suddenly to her feet, or is jolted or jarred in 
any way, there is a gush of urine. Otherwise there is perfect 
continence. I doubt if more could have been obtained had I 
made for her a new urethra or had fastened what was left of 
the original canal in the bladder, for the vesical sphincter was 
entirely destroyed in the slough and resulting cicatrix, an inch- 
broad, that separated bladder and urethra. 

The repair of the recto- vaginal tear was effected in a single- 
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operation. It was difficult to approximate the edges of the tear, 
on account of the cicatricial rigidity of the vaginal walls. This 
difficulty was overcome by making deep incisions parallel with 
the edges of the tear and about an inch away from them. 
Kectal, vaginal, and perineal stitches brought the parts well to- 
gether. I tried for the tirst time Leopold's plan of a restricted 




Fig. 8. 



liquid diet and keeping the bowels locked for sixteen days. On 
removing the stitches the union was found to be perfect. The 
young woman, as may be imagined, is now quite another crea- 
ture. She has regained the use of her right leg and foot and 
walks with a scarcely perceptible limp. She has entire control 
of her bowels and, practically, of her bladder. Her emaciation 
and anemia have disappeared, and she is relieved of the horrible 
discomfort of a widely gaping vulva soiled constantly with a 
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mixture of feces and urine, and, as she expressed it, "burning 
like fire" (Fig. 2). 

EPITHELIOMA VULV^. 

It seems to be the impression among gynecologists that epi- 
thelioma of tlie vulva is an incurable disease. In one of the 
cases about to be reported the late Dr. Goodell had refused to 
operate, although the condition was most favorable for operation, 
and there has been no recurrence now for a year (Fig. 3). In 
-a recent article in the London Practitioner (February), by D. 




FiQ. 4. 

Berry Hart, the author makes the positive statement that epi- 
thelioma vulvae is sure to return, and yet a few paragraphs re- 
moved is a reference to Kuprecht's case of very extensive dis- 
ease removed by an operation that included the removal of the 
inguinal glands, without recurrence after more than three years. 
Again, in a recent discussion before one of our gynecological 
societies the hopelessness of the operative treatment of epithe- 
lioma of the vulva was generally admitted. I am not yet will- 
ing to subscribe to this belief. General surgeons expect suc- 
cess when they remove epitheliomata from other regions, and I 
am confident that in one of my cases, at least, the cure is perma- 
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nent. If, however, the generally accepted view is correct, we* 
should know it. And it is with a hope of eliciting discussion 
and initiating a collective investigation that I bring this subject 
before the meeting. 

In Case 1 (Fig. 3) the whole right labium was removed, the 
raw surface searetl with a cautery, and the edges of the wound 
were drawn lightly toward one another with catgut. The 
wound granulated well, there was instant relief from the paiu 




FiQ. 5. 



and mental anxiety that even small epith^liomata occasion, and 
there has been no recurrence in a year. 

Case 2 (Fig. 4) required a most extensive operation. 

Both labia were removed, with the mons veneris. The in- 
guinal rings were exposed and the glands removed. The raw 
surfaces were seared and the edges of the wound approximated 
with catgut. The woman made a good recovery and left the hos- 
pital with a surprisingly normal appearance of the vulva, but I 
have lost sight of her and know nothing of her present condition. 
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In addition to the importance of a correct prognosis in these 
cases, the diagnosis is a feature sometimes of great interest. 
There is a rare form of syphiloderm of the vulva so closely re- 
sembling epithelioma as to be differentiated from it only by the 
therapeutic test or by the microscope. 
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Fig. 5 represents a very extensive and inoperable epithelioma, 
from a photograph given to me by my friend Dr. Stelwagon. 
Compare with this Fig. 6. The latter represents a growth that 
was thought by a number of specialists who examined it to be 
epithelioma, and I was about to operate on the woman when Dr. 
Stelwagon suggested that I first try antisyphilitic treatment as 
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an experiment. Ten dajs of this treatment effected such im- 
provement in the condition that all donbt of its nature was. 
dissipated. 

HYSTEREOTOMT FOB PUERPERAL SEPSIS. 

The most recent and most important advance in obstetric sur- 
gery is the removal of all the pelvic organs that can be removed^ 
when septic inflammation has spread from the uterine cavity 
to the body of the womb and to the pelvic connective tissue. 




Fia. 7 

Women who were surely doomed a few years back can be saved 
to-day. It is little wonder, therefore, that we are seriously con- 
cerned with the question of indications and limitations of thia 
operation, and that we desire as soon as practicable, by collective 
investigation and by observation, to establish clinical rules that 
will guide us in deciding for or against the operation. My own 
fjxperience embraces seven operations with four deaths and three 
recoveries, and, from this experience, I should at present be gov- 
erned by the following considerations in a case of septic infec- 
tion of the parturient tract after labor or abortion in which hys- 
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terectomy might be considered : Unless there was evidence of 
extension of inflammation to pelvic structures beyond the womb, 
in fixation of the latter and the development of inflammatory 
masses around it, I should be strongly disposed to decline the 
operation, even though thorough and repeated intrauterine dis- 
infections and general stimulation failed to effect improvement 
of the symptoms. This rule excludes operative interference in 
diphtheritic endometritis, and rightly so, I think ; I have ope- 
rated on such cases (Fig. 7 represents one of them), but always 
too late.* There is not enough justification for operation in the 
first twenty -four hours, and after that it is too late. Suppurative 
^nd dissecting metritis would be excluded, too, for the first ia 




FiQ. 8.— Hysterectoniy for sepsis. 



often cured l»y a rupture of the abscess into the uterine cavity, 
and the second by exfoliation of the infected muscle. On the 
contrary, if the womb were fixed, if there were infiammatory 
masses around it, and if the symptoms failed to yield to intraute- 
rine disinfection, to hot-water douches, to poultices over the ab- 
domen, and to general stimulation, an abdominal section is called 
for and the operator must always be prepared to do a hysterec- 
tomy after the abdomen is opened, being infiuenced as to the 
ohoice of salpingo-oophorectomy, evacuation of abscesses with 

^ By diphtheritic endometritis I mean an inflammation of the endometrium 
with a dirty greenish-yellow or dark-brown exudate. I have never seen such 
a case recover under any treatment. The whitish exudates containing only 
atreptococci and micrococci epidermidis albi are by no means necessarily fatal. 
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drainage and the removal of all the pelvic organs, by the condi- 
tion of the pelvic structures. The common-sense rule would of 
course be observed that the operator should be content with the 
least radical procedure, if it promised to be adequate. 

In cases that really demand hysterectomy by reason of exten- 
sive infection of pelvic structures, the outlook must always be 
gloomy, but it is astonishing to find as ^ood results as may oc- 
casionally be secured in the most desperately ill women. The 
case from which Fig. 8 was taken could scarcely have been 
worse. I operated on the woman four weeks after labor, some 
three hours after I first saw her, but her general condition was 
so bad I scarcely expected her to survive the operation. The 
specimen shows pyosalpinx, ovarian abscess, large and multiple 
abscesses between the layers of the broad ligaments, and infection 
of the uterine wall. Fortunately the woman made an uninter- 
rupted recovery, and is in fact better than she has been for 
years; for she gave a history pointing to the existence of pyo- 
salpinx before impregnation, and it was probably to this infected 
focus that she owed her puerperal sepsis. 

Dr. Noblk. — I think that few of us can add anything to Dr* 
Hirst's remarks on the making of a new female urethra. Dr. 
Emmet constructed a new urethra in several cases, upon the 
principle of the coffee-pot spout, the urethra being extended 
forward in front of the pubes, so that considerable urine could 
collect in the bladder before its level reached the plane of the 
orifice of the urethra; then, as the bladder filled, it ascended 
into the abdomen, making traction upon the urethra, thus clos- 
ing it. He found, however, that all the women got cystitis, 
because they did not emptv the bladder at regular intervals. 
For this reason he gave up the operation of trying to construct 
a new urethra when this structure has been destroyed together 
with its sphincter. 

Epithelioma of the vulva must be a rare condition. I have 
never seen a case either in private, hospital, or dispensary 
practice. I have, of course, seen epithelioma of the vagina 
which has spread downward to the vulva, but not a primary 
epithelioma of the vulva. 

I am glad that Dr. Hirst has reported his experience in puer- 
peral hysterectomy. This question is being discussed very 
largely at this time, and our knowledge of it will be increased 
hj the reports of the experience of all workers in this field. The 
rease he reports to-night, while in a certain sense a puerperal 
'one, belongs more properly to the post-puerperal period because 
of the length of time which elapsed between the labor and the 
operation. Abdominal section for suppurative disease of the 
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uterine appendages of puerperal origin is not a new operation. 
The only point tliat is at all new is the removal of the uterus in 
^such cases as well as its appendages. In the majority of cases, 
when operated upon late, it is not essential to the recovery of 
the woman that the uterus as well as its appendages be removed, 
as it is exceptional that the uterus itself contains an abscess. 
When a woman has a septic puerperal uterus containing pus, as 
a rule she does not live many weeks, so that the surgeon who 
operates in the third or fourth or some later week will seldom 
be confronted with this condition. From the practical stand- 
point, in other words, it seems to me that the removal of the 
uterus in addition to its appendages, at this late period, is rather 
a variation in technique tnan a new principle. In certain cases 
the pelvis can be left in better condition by removing the ute- 
rus as well as its appendages, and in such cases this should be 
^one. 

I understand Dr. Hirst to bb^y that he does not believe in the 
value of abdominal section done early in the puerperinm for 

f)uerperal septic processes. I am not in accord with him about 
caving all these women to their fate. As a matter of fact 
several of them have been saved by operation. One was ope- 
rated upon by Dr. Kelly on the seventh day. In that case there 
was an infected uterus with beginning lymphangitis in the 
broad ligaments. The woman recovered. Another case was 
reported by Dr. Smith, of Canada, and t have read of a third 
case by a German operator, but have forgotten the reference. 

Whether we shall operate upon these early cases by abdom- 
inal section is a grave question which comes home to every 
operator. The majority of cases of septic endometritis and 
metritis will recover under the recognized methods of treat- 
ment directed toward the disinfection of the birth canal. If, 
however, this line of treatment fails and there is no improve- 
ment after douching, curetting, and the use of iodoform gauze, 
but, on the contrary, the patient continues to grow worse, the 
septic element becomes more severe, and symptoms of peritonitis 
appear, in this particular class of cases puerperal hysterectomy 
offers the only reasonable prospect of saving the life of the pa- 
tient. By this operation the lives of a certain proportion of 
fiuch cases may be saved, and therefore I am in favor of its per- 
formance. In these cases the septic process is very acute, so 
that operation will be called for in from five to eight days after 
labor. This class of cases should be sharply differentiated from 
those in which the onset of infection is insidious and the type 
of the inflammatory process mild. It is plainly evident that 
puerperal hysterectomy is not an operation which the surgeon 
would desire to perform, as the patients are extremely ill and a 
considerable percentage of them will die. Only the sense of 
duty that a chance for life should be given even to these des- 
perately ill women would induce him to operate upon such 
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patient& It will be difficult to separate the eases which will 
recover ander the ordinary methods from those which wiU re- 
qaire abdominal section, and therefore I would recommend that 
the gynecologist should be associated with the general practi- 
tioner in these septic cases, in order to watch their progress. If 
only called in at the time that the family physici&n has con- 
cluded that the case will be fatal without operation, it will 
usually be too late to operate. On the other hand, even if 
called at the proper time, without having personal knowledge 
of the previous condition of the patient, the gynecologist will 
seldom feel like urging immediate operation upon such a pa- 
tient. We must apply the lesson which surgery nas taught with 
reference to appendicitis to this class of cases, and have the 
operator associated with the practitioner in their management 
from the beginning. 

Dr. J. M. Baldt. — I have never seen a case of epithelioma of 
the vulva as a primary disease. 

With reference to the puerpeAil cases, I am very much in ac- 
cord with what the other speakers have said. There are a num- 
ber of these cases occurring after childbirth and abortions every 
year, and it seems as if something ought to be done to save some 
of the women. If anything is to be done it must be just at the 
time when it will be effective. There is a time when an opera- 
tion may be successful ; but there is also a time when it is too 
late to do anything, because the condition of sepsis is too deep. 
I remember one case of pelvic abscess after criminal abortion. 
It was a very simple case of abscess and had been simply aban- 
-doned to vaginal douching, and the patient went on for ten or 
twelve days unconscious from sepsis. When I saw her operation 
was out of the question. Such cases hriug up the subject of 
the use of the intrauterine douche and the curette freely and fear- 
lessly. We cannot drum into the profession too much that this is 
the proper method of treating septic ca^^^es, and that the patient 
is not to be left to the powers of N^ature by the so-called expect- 
ant treatment. If the curette fails the patient must either be 
left to die or we must operate in the way mentioned. If the 
uterus is filled with pus and there is pus in the uterine walls, as 
in the cose I presented to the Oi)stetric Society at its last meet- 
ing, and there are two or three depots of pus in the broad liga- 
ments, that patient is not going to get well by simple curetting 
and drainage. After curetting most patients improve; but if 
within twenty-four hours she again fails, we may conclude that 
the infection is from the uterine walls themselves. By hysterec- 
tomy that a certain proportion of these cases can be saved there 
is no doubt. I have operated upon two cases in this condition. 
The second one would have recovered, but was attacked by pneu- 
monia and died on the fifteenth day after the operation. The 
first case did not get into my hands early enough or it might 
have been saved. 
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There is a point which Dr. Noble lias brought to our atteii« 
tioi), and that is that we may operate upon eases which would 
have recovered without operation. This is possible. In a large 
number of cases it could not be otherwise than that some might 
have recovered without any operation. The question is, What 
are we going to do as the rule in these cases ? lake one hundred 
women with puerperal sepsis and apparently dying. We know 
that we can do a hysterectomy with a mortality of from live to- 
eight percent, so that we would run less risk by operating than 
by leaving the case alone. The so-called supporting treatment 
is only an expectant treatment. Whiskey, quinine, and sup- 
porting treatment are ineffective against the absorption of pus;: 
and unless the absorption of pus is stopped yon will not save life. 
I doubt if there is such a patient ever saved by this treatments 
Yon might as well throw the quinine and whiskey into the street* 
I am, therefore, heartily in favor of early operation. The gyne- 
cologist should be called in early to study the case with the^ 
physician. This will give a chance to study the case intelli- 
gently and prevent too hasty action. 

Db. John C. Da Costa. — I have seen some cases of epithelioma 
of the vulva, thou^^h rarely of late years. Two cases like Dr,^ 
Hirst's come prominently into my mmd. They were in the ser- 
vice of my colleague, Dr. Mears, in the Jefferson Hospital in 
1883. The tirst was a case of epithelioma affecting one side of 
the vulva. The second one was an epithelioma of both sides,, 
involving also the clitoris, urethra, and mons veneris. In both 
beautiful results were obtained by operation, and both patients 
soon discharged apparently well. Both patients came back dur- 
ing my service, ten months or a year afterward. The tirst was 
in such a condition from return of the cancer that nothing could 
be done, the other had peritonitis and secondary involvement^ 
and both died shortly afterward. Since then I have seen but 
few cases. 

With regard to the operation of hysterectomy for puerperal 
sepsis, those who have read Dr. Thomas' book remember that^ 
in speaking of fibroids, he says that successful cases have a won- 
derful faculty of creeping into print which does not characterize 
the unsuccessful ones. We might apply Dr. Thomas' words to 
operations for puerperal sepsis. Now, it seems to me that 
where the woman is suffering from septic poisoning you do not 
add much to her chances for life if you add the shock of a major 
operation to her condition. I have seen cases get well under 
the treatment that Dr. Baldy decries so much. I have not done 
a hysterectomy in the puerperium, feeling that a woman's^ 
chance for life is much better when let alone than when ope- 
rated Ot). 

Dr. Geoeob M. Boyd. — Dr. Baldy spoke of septicemia occur- 
ring after abortion, where there is retention of part of the pla^ 
centa. It seems to me that in those cases interference is not 
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necessary early. The retained placenta may come away gradu- 
ally without causing immediate symptoms. Such cases can 
hardly be compared with puerperal cases at term, where general 
infection occurs. The difficulty is in dividing the local from the- 
general cases of infection. Pathologically tnere is no trouble 
in making the distinction. Clinically, if the cause is local ope- 
ration is called for, but in general infection it seems to me that 
the removal of the uterus would be of no benefit. 

I was much interested in a discussion of this subject in New 
York recently, and the question of the removal of the uterus 
through the vagina in these cases. Dr. Boldt took the ground, 
as has been done to-night, that the operation must be done early.. 
If we operate early the uterus is not involuted and the better 
operation is from above. In deciding the question of operation,^. 
also, our attention should be directed to the point of the infec- 
tion. I think that sometimes our attention is directed entirely 
to the uterus as the point of infection, whereas it may be the- 
tubes or elsewhere. 

Dr. Baldy. — I would like to ask Dr. Boyd to be more explicit. 
What does he mean by general and local septicemia i My idea 
of septicemia is that it is always local in origin and always gen- 
eral in results. Septicemia is a blood disease. I do not under- 
stand septicemia from any other point of view. 

T>R. Boyd. — What I meant was that there is a difference from 
the standpoint of the severity of the infection, perhaps due to a^ 
different form of germ invasion. In the form following abor- 
tion we seldom have it so rapidly progressing, it is a disease of 
a milder type ; while the infection following labor at term 
develops rapidly and death occurs in three or four days. After 
abortion it is probable that there is a greater amount of trau- 
matism. 

Db. Hirst (in reply to a question from the Chair). — The case 
was an unmistakable one. It was examined by Dr. Stel wagon 
and by Dr. Goodell, who pronounced it a case of epithelioma. 
After removing it completely I burned the surface with the hot 
iron. As regards the frequency of these cases, I did not know 
that I was so fortunate. 1 have seen two of them in twelve 
months. It is over a year now since the operation and the 
woman is perfectly well. The report in Berry Hart's paper of 
Kuprecht's case in which there was no recurrence in three years 
gives me hojpe for the same good result in mine. My second 
case was similar to Ruprecht's ; it required extensive dissection, 
but I have lost track of the woman and cannot find out the re- 
sult. 

With regard to puerperal hysterectomy, I think the subject is 
most important and interesting. The discussion of it must be 
approached, not in a dogmatic spirit, but in the humble frame of 
mind of a student. In a general way puerperal hysterectomy is 
indicated in some forms of sepsis. But there are many different 
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manifestations of sepsis after labor, as different in their course 
and termination as if they had no relation to each other. For 
instance, diphtheritic endometritis and puerperal phlebitis are 
two conditions dependent upon infection of the womb during or 
after labor. In the one there is violent local inflammation with 
profound systemic depression. In the other there is no local 
disturbance at all, but involvement perhaps of distant organs and 
structures and grave systemic symptoms. In the one death 
occurs in a few days, in the other the disease runs a course of 
months and ends usually in recovery. Any form of puerperal 
sepsis may apparently require hysterectomy, and at any time after 
labor from a few days to many weeks. There are some forms, 
however, in which the operation is useless. My rule, not to ope- 
rate unless the inflammation has spread beyond the womb, will 
aid one in avoiding a useless operation, for it excludes diphthe- 
ritic endometritis and phlebitis, in neither of which can hyste- 
rectomy be of the slightest use, unless in the former case the 
operation were done in the first twelve hours ; but the indications 
for it do not appear so early. 

To Dr. Noble I would reply that I also reported a case of 
removal of the uterus for abscess of the uterine wall, and that 
the woman recovered. In addition to this case I have seen three 
others. One of them was operated upon as late as six weeks 
otfter confinement, so that there is nothing remarkable about the 
late operation for pus in the parietes of the womb. 

Dr. Charles P. Noble reported an instance of 



and requested therapeutic suggestios from the Fellows. 

Dr. B. C. Hirst. — Dr. Noble has reported a very interesting 
case. All of us, of course, have seen cases of moderate saliva- 
tion, but I recall but one excessive case, that I was called to see 
in consultation. The woman had had four abortions previously 
performed for ptyalism during pregnancy. I was sent for to 
see her in her fifth pregnancy, and her physician told me he 
would lose his most important patient in the town unless I did 
what was expected of me — induced abortion. I told the family, 
after seeing the patient, that an operation was not necessary. On 
leaving I saw the physician who had brought on the previous 
abortions enter the house, and was told afterward that he per- 
formed the operation before he left. The patient had a severe 
attack of sepsis in consequence and nearly died. This affection 
is distinctly a neurosis, and I know of no medicinal remedy that 
will control it. 

Dr. C. B. Penrose presented a specimen of 

subperitoneal fibroid tumor op a double pregnant uterus. 
The patient had the following history: She was a white 
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woman, 36 years of age, and had had no raiscarriagee and no 
children. Menstruation had first appeared in her fourteenth 
year and had always been accompanied by premenstrual pain. 
It was irregular, appearing every three to six weeks and lasting 
five days. JFive years ago menstruation had ceased for ten weeks, 
and at that time she first noticed a hard tumor growing in the 
right iliac fossa. When admitted to the University Hospital she 
complained of severe pain in her back, dragging* and bearing- 
down sensations, and general failure of health. There was pro- 
fuse leucorrhea. This tumor had slowly increased in size from 
the time of its appearance until it occupied the whole of the 
lower abdomen. 

She had been married for the first time two months before 
admission to the hospital. For three days before and at the time 
of operation a bloody fluid had escaped from the vagina resem- 
bling the menstrual fluid, and the woman thou^t that she was 
passing through a normal menstrual period. There were no 
signs whatever of pregnancy, and this condition was not sus- 
pected before operation. 

Celiotomy was performed on December 7th, 1894. The uterus 
was amputated at the internal os and the stump treated by the 
intraperitoneal method. Recovery was exceedingly easy. 

The pathological examination of the specimen removed, made 
by Dr. Beyea, is as follows : 

Macroscopic. — The specimens consist of an amputated uterus, 
a subperitoneal and pediculated fibroid tumor of the uterus, and 
the tubee and ovaries. 

Diagnoda. — Subperitoneal pedunculated fibroid tumor of the 
uterus ; uterus bicomis unicollis ; pregnancy in the right uterine 
cavity ; developed decidna over the entire surface of both uterine 
cavities, and normal tubes and ovaries. 

The s^cimen measures twenty-one centimetres in length, 
twenty centimetres in breadth, nine centimetres in diameter, and 
weighs five and a half pounds. It is composed of four large 
fibroid nodules about the size of a grapefruit — one growing from 
the anterior portion of the fundus uteri at its highest point, 
another is attached to the centre of this, and one grows on each 
side of this last tumor. The tumor is attached to the uterus by 
a pedicle seven centimetres in diameter. The uterus is cardiform 
in shape, with a septum extending through the centre of the 
cavity from the fundus to within one centimetre of what seems 
to be the internal os. The uterine walls are about equally hyper- 
trophied, measuring three centimetres in diameter. The great- 
est diameter of the septum wall, near the fundus, i« one centi- 
metre. It gradually lessens in diameter as the internal os is 
approached, and finally disappears. On making sections through 
the uterine walls the mucous membrane is seen to be very much 
hypertrophied, roughened throughout, and hemorrhagic — the 
surface appearing somewhat like masses of organized blood clots 
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attached to the mucous membrane. This tissue is undoubtedly 
decidua. A cyst of pregnancy, measuring 4 5 by 3 by 3 centi- 
metres, is seen growing from the right uterine cavity, being at- 
tached to the rigUt posterior half at the fundus by a pedicle or 
area of decidual tissue; its pedicle measures 2.5 centimetres. 
The uterine walls are soft in consistence, and a few enlarged 
spaces not containing fluid are seen in its substance — presumably 
lymph spaces. The tubes and ovaries are normal. 

Microscopic examination, — Sections made through mucous 
membrane show a well-developed decidua. 



Meeting of April 18^A, 1895. 
Chables B. Penrose, M.D., in the Chair. 
Dr. Barton C. Hirst reported clinical cases : 

A LARGE FIBROMA OF THE OVARIAN LIGAMENT ; COINCIDENT OVA- 
RIAN AND PAROVARIAN CYSTS ; AND REPORT OF A CESAREAN 
SECTION AND OF TWO SYMPHYSEOTOMIES. 

I. LARGE MYOMA OF THE OVARIAN LIGAMENT. 

A myoma in the broad ligament, independent of the womb, is 
one of the rarest of all pelvic tumors. Some well-known gyne- 
cologists have denied its existence, but in all recent works on 
gynecology the possibility of myomatous growths from the ova- 
rian and round ligaments is admitted, though most of the authors 
evidently have not themselves seen the condition.' 

Coe quotes Doran's case of a tumor weighing sixteen pounds. 
Pozzi refers to the cases of Sanger, Freund, T6denat, and Bil- 
finger. The last could find only thirteen broad-ligament myo- 
mata reported up to 1887. 

The woman from whom I removed this specimen (Fig. 1) gave 
the following history : She had had a sore feeling in the abdo- 
men as long as she could remember. Married ten years, never 
pregnant. Menstruation always regular, but very profuse until 
twelve months ago, when it became scanty and has so continued. 

The specimen itself shows its true character unmistakably. It 
has a small pedicle springing from the posterior layer of the 

1 Eeating's and Coe's ''System of Gynecology"; WinckePs "Diseases of 
Women"; "American Text Book of Gynecology"; Garrigues' "Gyne- 
cology**; Kllstner's " Gynftkologie " ; Martin's and Fehling's "Lehrbttcher 
der Frauenkrankheiten," 
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broad ligament, on the onter side of which is a normal ovary. 
The tube, somewhat lengthened but otherwise normal, is thrown 
in a loop above and aroand the pedicle, and the fimbriated ex- 
tremity was tightly adherent to the bottom of the broad liga- 
ment, beneath the pedicle. This I removed separately. The 




Fia. 1.— Myoma of the ovarian ligament. 

whole length of a normal broad ligament, without any separa- 
tion of its layers, intervened between the pedicle of the tumor 
and the uterus. The latter was normal in size, position, and 
appearance. The right broad ligament, tube, and ovary were 
perfectly normal and were not disturbed. 

The tumor weighs three pounds, and measures fifteen inches 
in its smallest circumference. It has a few small cavities in its 
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interior, containiDg fluid. A microscopic examination, kindly 
made for me by Dr. Stengel, shows it to be a leiomyoma. On 
examining the pedicle closely it appears that an hypertrophied 
ovarian ligament runs from the ovary to the;tumor and is lost in it. 

n. OOINOIDENT OVARIAN AND PAROVARIAN CYST. 

The specimen (Fig. 2) was removed from an insane patient in 
the Philadelphia Hospital. The woman was one of a number 
upon whom I operated this winter at the request of Dr. Hughes. 
They all had some diseased condition of the pelvic organs, such 
as prolapse, rectocele, lacerated cervix, pelvic tumors, etc. Our 
object was first to relieve the women of physical suffering, and 




Fia. 2.— i\>, parovarian, and o, ovarian cyst. 

then to watch the effect upon their mental condition of the im- 
provement in their physique. So far one woman has regained 
her reason. All of them recovered and were benefited physi- 
cally. 

In my experience combined ovarian and parovarian cysts are 
rare; in fact, I do not recall another case. The ovarian cyst in 
this case was dne to the abnormal distention of a Graafian follicle, 
and was monolocular. 



in. REPORT OP A OESAREAK SECTION AND OF TWO 
SYMPHYSEOTOMIES. 

The woman upon whom the Cesarean section was performed 
had been in labor twenty-four hours when I first saw her. The 
cord had prolapsed some four hours before, and about a foot of 
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it was lying in and protruding from the vagina. The vessels 
were pulsating fairly well The pelvis was rachitic, with a con- 
jogate of less than seven and a half centimetres.^ There was a 
double promontory. The woman was a primipara with a narrow 
vagina. The child's head, on palpation, seemed large, and it 
rested above the pelvic brim, freely movable. On bimanual pal- 
pation it was evident that the head could not enter the pelvis. 
The case was plainly one for Cesarean section. Symphyseotomy 
was inadvisable on account of the prolapsed cord, the extreme 
contraction of the pelvis, and the narrow vagina. I had once 
before lost an opportunity to perform Cesarean section because, 
while I went to fetch my instruments, a prolapsed cord was 
fatally compressed between the child's head and the brim of the 
pelvis. To avoid a similar mishap in this case I had the patient 
placed in the Trendelenburg posture over the back of a chair in 
bed until I was ready to operate. 

After extracting the child I amputated the womb above the 
cervix and dropped the stump. I have tried all the forms of 
Cesarean section, and I like this best. The woman and child 
have done perfectly well. The latter had an occipito-frontal 
circumference of thirty-five and a half centimetres. All the 
head measurements were a trifle above the normal. The weight 
was close to eight pounds. This operation makes for me a 
personal experience of ten Cesarean sections — six as operator, 
four as principal assistant. I have been told that this is the 
largest experience in the operation possessed by anyone in Ame- 
rica. 

The first of the two symphyseotomies to be reported can be 
described to the best advantage in connection with another case 
requiring high forceps, for the two together illustrate very well, 
I think, the best modes of procedure in dealing with labor ob- 
structed by a contracted pelvis. There were at the same time 
in the University Maternity a rachitic dwarf with a flat pelvis 
wlic»!?e conjugate diameter measured about eight centimetres, 
and a woman with a generally contracted pelvis whose conju- 
gate was nine and a half centimetres. They were both primi- 
parse. With the former I anticipated serious diflSculty. Labor, 
when it came on, was allowed to continue twenty-four hours. 
At the ead of that time, in spite of strong pains, the head was 

* Spioee ilU,23 centimetres ; cristae ilii, 23f centimetres ; external conjugate, 
16| centimetres ; conjugata diagonalis, 9^ centimetres. 
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still loose above the superior strait. The patient was prepared 
for a symphyseotomy, was anesthetized and placed upon the 
operating table. I then made an attempt, as I always do, to pull 
the head into the superior strq,it with axis-traction forceps, in- 
tending, if I failed, to cut the symphysis. Somewhat to my 
surprise I succeeded with very little trouble, and delivered the 
woman, in a half -hour or so, of a living child that did well. 

When the second woman fell in labor I apprehended very 
little trouble. She was allowed to have hard labor pains for 
twenty-four hours (being a primipara), and I then discovered 
that the head was still unengaged. She was anesthetized, and 
under ether I made a careful examination of the pelvis and of 
the head. The latter seemed to be of full size, but I believed it 
perfectly feasible to deliver with forceps. The attempt, how- 
ever, failed completely, and after about a half-hour's work I 
gave it up for the time being. About six hours later I had the 
woman prepared for a symphyseotomy, etherized, and put upon 
the operating table. I made another attempt to deliver with 
forceps, failed again, cut the symphysis, again applied forceps, 
but, in spite of vigorous traction and as great a gaping of the 
symphysis as it was justifiable to allow, the head would not de- 
scend. Fearing some malformation in the child, I removed the 
forceps and made another careful examination, by which I dis- 
covered a cystic tumor on the back of the neck and behind the 
left ear, that had not been there before. I recognized, of course, 
a ruptured hydrocephalus, punctured the head, let out about a 
pint of fluid, and extracted the child without difficulty. I felt 
naturally chagrined that I had failed for the first time to dia- 
gnosticate hydrocephalus, and I made a careful study of the 
child's head to determine wherein I had been at fault. The 
head was stuffed with jute as full as it could possibly be stuffed, 
and the edges of the puncture wound were sewed together. It 
then appeared that the head presented none of the characteristic 
signs of hydrocephalus. None of the direct measurements ex- 
ceeded the normal by more than one and a quarter centimetres. 
The occipito-frontal diameter was thirty -eight centimetres. The 
sutures did not gape excessively, nor were the fontanelles so 
large as to attract attention. The shape of the head did ijot 
suggest hydrocephalus at all, as may be seen by contrasting Fig. 
3 with Fig. 4, the latter representing a case of mine in which 
there was no difficulty in the diagnosis. 
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The ^'second symphyseotomy was performed npoD a woman 
who had been four days in labor when I first saw her. She had 
had three children — two destroyed in labor, the third, a girl, 





FiQ. 8. FlO. 4. 

Fio. 8.— MiDor ffrade of hydrocephalus, unrecognizable by the ordinary tests. 
Fia. 4.— Well-marked hydrocephalus, easily recognized during labor. 

born alive. The pelvis was generally contracted, with a conju- 
gate diameter of nine centimetres. The child's head appeared 
to be of normal size ; it was unengaged above the pelvic brim. 
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The woman was prepared for a symphyseotomy, etherized, put 
upon a table, and an attempt was made to engage the head with 
forceps. This failed after twenty minutes' effort. The sym- 
physis and the subpubic ligament were cut while the forceps 
was still attached to the child's head. It was then easy to pull 
the latter through the pelvis. I have never seen the utility of 




Fio. 6.— Knife for the subpubic ligament. 

the operation better demonstrated. The mother and child did 
well. This makes my sixth symphyseotomy, which Dr. Harris 
tells me (March 28th) is the largest number performed by any 
operator in America. Four of the children lived and all the 
women recovered. They all had afebrile convalescences except 
the first, who developed phlegmasia, not from the operation, but 
from the difficult labor that preceded it. 

A few words are still in order about the technique of this ope- 
ration. Increasing experience convinces me that it is one of the 




Fia. 6.— Hip-binder f cr use after symphyseotomy. 

most difficult and troublesome of the obstetrical operations, both 
in its performance and in its after-care. The difficulties in the 
operation are decreased by the suprapubic incision and by the 
use of the Galbiati knife. This plan has the advantages of a 
wound more easily guarded from infection, of less danger of 
hemorrhage, and of less risk of injuries to the urethra and blad- 
der. It has the disadvantage that the subpubic ligament is 



46 TBANSAOnONS OF THE SECTION ON GYNECOLOGY, 

harder to cut. I have failed, I think, in every case to cat the 
h'gament with the npward stroke of the knife that severs the 
joint, and I have been compelled to reinsert the knife to cut the 
ligament. 

For this purpose the Galbiati knife is a clumsy implement, and 
1 have had constructed a special knife for the ligament that, I 
think, will prove convenient (Fig. 5). 

The difficulties in the after-care of the patient are decreased 
by the use of a good hip-binder, and by the use, as suggested by 
Dr. Dickinson, of sand bags under the mattress. 

I have employed the binder illustrated in Fig. 6 in three cases, 
and shall continue to use it. The anus, vulva, and urethra are 
left accessible, while the pelvis is well supported. It is wise, in 
addition, to pass a broad strip of rubber adhesive plaster around 
the hips, leaving the gauze attached to that portion of it which 
runs across the back. 

The Chaieman. — I think that the specimen presented by Dr. 
Hirst of a coincident ovarian and parovarian cyst represents an 
inflammatory condition. The ovarian cyst seems to me to be a 
simple inflammatory follicular cyst of the ovary. A condition 
of this kind is not unusual, -though a coincident oophoritic cyst 
of unlimited growth with parovarian cyst must be a very un- 
common occurrence. 

Db. J. M. Baldy said that he would be loath to accept the 
specimen as one of an ovarian cyst distinct from a parovarian 
cyst. Only a microscopical examination could decide this. He 
had never seen the two conditions existing together, and would 
like to learn the result of a careful microscopical examination of 
the specimen. The gross appearance of the specimen would 
indicate to his mind that both cysts originated from the ovary. 

Dr. Robeet H. Hamill reported 

A CASE OF MYELITIS FOLLOWING LABOB ; DEATH ; AUTOPSY. 

The object of my reporting to you this evening the following 
case is with the hope that I may learn from some of the Fellows 
the probable cause of the myelitis, and from the fact of its rare 
occurrence, 'as I have not been able to flnd, after a thorough 
search, another recorded case. I found many cases of hemi- and 
paraplegia, but from other causes entirely. I shall give a 
rather full history, so that we may be the better able to ascertain 
whether any of her complications have any bearing upon the 
case. Mrs. H., set. 32, of German birth ; primipara. Family 
history negative : mother living ; father died of diabetes ; bro- 
thers and sisters all living. She had always been remarkably 
strong and healthy. During her fifth month of pregnancy she 
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reported to me. Pregnancy had been in every way normal. Her 
nrine was examined at this time and each successive month, 
with negative results. 

At the beginning of her seventh month I found the urine 
normal, which was on the 2d of January, 1894. Eighteen days 
after I was sent for, and found her with very marked general 
edema, particularly of the genitalia, which were the size of a 
large cocoanut ; marked cepnalic pains ; urine half its bulk in 
albumin; microscopic examination failed to detect any casts. 
On the following morning, while making preparations for the 
induction of premature labor, she had a most terrific convulsion, 
followed at short intervals by four more as severe. An effort 
was made to induce labor by means of the insertion of bougies, 
but without suflScient rapidity, when sterile glycerin was inject- 
ed into the cavity of the uterus with the residt of vigorous con- 
tractions being produced in less than two hours. Labor pro- 
ceeded normally, and she was delivered of twins weighing 
respectively three and three and three-quarter pounds. The 
children were living and are to-day very healthy specimens. 
Her labor was naturally an easy one owing to the small size of 
the children. I applied the forceps for the extraction of the 
second child, as there was a complete cessation of uterine con- 
tractions. A careful examination showed the perineum intact, 
no abrasions in vagina, and no cervical tear. The edema disap- 
peared very rapidly and her convalescence was uneventful, tem- 
perature after first few hours never going above 100° until the 
fourteenth day of the puerperium. An examination of the 
urine the fourth day after labor showed a marked decrease in 
amount of albumin, and no trace of it could be found on the 
tenth day. 

On the fourteenth day I saw the patient and found that she 
had passed an uncomfortable night, owing to the fact that she 
had been unable to void her urine for the past eighteen or 
twenty hours. The catheter was used and a large amount was 
drawn. She then expressed herself as feeling very comfortable. 
This procedure had to be repeated at proper intervals until her 
death. On the following day she complained of dull pains and 
numbness, beginning in the lumbar region and radiating into 
her thighs. I made a vaginal examination with absolutely nega- 
tive results. On the sixteenth day there was a decided loss of 
sensation and motion in the left leg, which rapidly increased in 
area and intensity. In the evening of the same day the right 
leg became markedly affected in the same manner, the anesthesia 
extending over the abdomen to midway between the umbilicus 
and diaphragm, the other parts of the abdomen and chest be- 
coming hyperesthetic. The line dividing the affected from the 
unaffected portion was sharply drawn. Both arms became para- 
lyzed on the seventeenth day and there was very marked stiffness 
of the cervical muscles. She was obstinately constipated, knee 
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jerks absent, and died in coma on the nineteenth day after labor 
and the fifth from the onset of the myelitis. I shall only speak 
of the post-mortem condition of the pelvic organs, as Dr. Burr 
has kindlj^ consented to give a full report. They were perfectly 
normal; involution had been exceptionally perfect, and not a 
trace of any inflammatory process could be found. A close 
examination of the vagina showed no abrasions or tears — in short, 
there were no signs whatever of sepsis. 

The interesting features of the case appear to be : 

1. The sudden appearance of the kidney complication. 

2. The fact that both children were living, as about fifty per 
cent are still-born in eclamptic cases. 

3. The complication of the myelitis. 

I feel that any reason which may be given as the cause of the 
myelitis must be greatly conjectural. I can conceive that a 
colony of microbes could easily enter the patulous os, and, not 
finding lodgment, be carried almost anywhere. Or it mav be 
possible that the germs may have been introduced by the glyce- 
rin, which I do not think at all probable, as I was sure of its 
sterility. I am forced to the conclusion that pregnancy or labor 
was not a causative factor, but must look npon it as a mere 
coincident. 

Dr. Charles W. Burr. — The post-mortem examination of this 
case completely verified the clinical diagnosis. There was an 
acute, diffuse, hemorrhagic, transverse myelitis, the lower dorsal 
and upper lumbar region of the cord being the part most and 
primarily affected. In this region the blood vessels, especially in 
the posterior columns, were engorged with blood; there were sev- 
eral microscopic hemorrhages; the nerve fibres had disappeared 
entirely ; the cells in the anterior gray matter were swollen and 
shapeless. Above and below there was destruction of the nerv- 
ous tissue without serious vascular involvement. The pia was 
but slightly affected. I shall not detain you with details of his- 
tological morbid anatomy, however, since the question of interest 
to this Society is the causation of the myelitis and the possible 
bearing upon it of the puerperal state. All the common causes 
of myelitis are absent. There was no bone disease, no preceding 
acute infectious fever. Bright's disease is out of the question, 
since histological examination showed the kidneys to be practi- 
cally normal. The most frequent cause of paralysis in the 
puerperal state, barring, of course, the sudden cerebral palsies 
due to hemorrhage, thrombosis, or embolism, is neuritis. In this 
case there was no post-mortem evidence of neuritis. The history 
of the case and the post-mortem results prevent us from regard- 
ing puerperal septicemia as the cause. The palsy developed on 
the fourteenth day of a normal lying-in period, and the autopsy 
gave no evidence of any septic process in any of the pelvic or, 
indeed, other organs. It is interesting that Dr. J. H. W. Rhein, 
who made a careful search of the literature for me, could find 
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no similar case — no case of an acute myelitis, verified post mor- 
tem, occurring in a woman soon after childbirth with or without 
puerperal septicemia. I am compelled, taking all things in con- 
sideration, to reg'ard the myelitis purely as a coincident compli- 
cation. In a year so many women are bound to get myelitis and 
so many to have children, and once in a great while, since preg- 
nancy is certainly not a preventive of myelitis, one woman must 
have both and at the same time. In one way the puerperal con- 
dition may have been causative. This myelitis t^as probably 
mycotic, and the microbes may have obtained entrance to the 
body by way of the womb, leaving no local evidence of their 
transit. This is unproved and unprovable. 

Dr. Babton C. Hibst said that he was much interested in this 
case, and after looking up the literature of the subject in a rather 
cursory way he had been unable to find a report anywhere and 
regarded this as a unique case. He considered^the condition as 
possibly produced by an extension of inflammation from the 
sacral plexus to the spinal cord. Every obstetrician is aware 
that such inflammation affects the lumbo-sacral plexus, and there 
is no reason why it should not more frequently extend upward 
to the spinal cord. 

Dr. John B. Shobeb reported 

A case of double TUBO-OVABIAN abscess ; CELIOTOMY. 

It is not the intention of the writer to give a detailed clinical 
history of this very desperate case, but rather to point out some 
of its more important and striking features. ^ 

Fortunately, it is no longer an almost daily occurrence to meet 
with cases of pelvic disease so far advanced as the one about to 
be described. We are all, however, familiar with the type, al- 
though we seldom if ever meet two cases which are alike. 

The interest in this case lies in the prostrated and almost hope- 
less condition of the patient when first seen ; the impossibility 
of doing more than to free adhesions and effect drainage at the 
operation; the measures adopted to keep up drainage, subse- 
quent nursing of the patient, and the pathological report. 

M. H., colored, single, set. 27, was admitted to the Gynecean 
Hospital February 9th, 1895. Her previous and family history 
reveals nothing important. She had always enjoyed excellent 
health until five years ago, when she had an attack of peritonitis 
which kept her in bed nine weeks. 

She has not been well since then, her chief discomfort arising 
from painful menstruation and intestinal disturbances. Her 
menstruation, however, was regular and normal in quantity and 
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quality until last September. This period, which occurred on 
the 5th of the month, was ushered in with an attack of excru- 
ciating pain, principally confined to the left side, was very scanty, 
and lasted only two days. The pain persisted, and has continued 
with but slight interruption ever since. She has steadily lost 
weight and strength, and there has been no further showing of 
the menstrual period. Her normal weight is one hundred and 
fifty pounds ; her present weight is one hundred and fifteen 
pounds. Her bowels have been irregular, with a tendency to diar- 
rhea. She has been unable to leave her bed since the Septem- 
ber attack. 

She was first seen by me February 8th, 1895. The tempera- 
ture was 100|^°„ pulse 100, respirations 24. Urine negative. 
Heart weak but normal, bowels loose. She was suifering severe 
pelvic pain and was much emaciated. 

The abdomen was very tender to palpation, with flat percussion 
note ^8 high as the umbilicus. Nothing could be outlined per 
vaginam but a small virgin cervix protruding from a dense and 
tender mass which completely filled the pelvis. 

On the following day celiotomy was performed. The pelvis 
as filled with a mass which consisted of the uterus firmly fixed 
tween two large abscesses, over which lay the Fallopian tubes. 
Iverything was matted together by adhesion, and loops of intes- 
e were adherent posteriorly and over the mass and to the 
terior parietes. In separating a loop of intestine from the 
ht side the abscess was opened, the intestine having formed 
part of the wall of the cavity. About five ounces of pus having 
a fetid and fecal odor escaped ; a cover glass preparation was at 
once rrfade by Dr. Beyea, and it showed streptococci in large 
numbers, and a long-stemmed bacillus and a short bacillus, proba- 
bly bacillus coli communis. The right tube was removed with 
a portion of the abscess wall on this side. The same was accom- 
plished on the left side. Both abscess cavities were thoroughly 
flushed out. A small rent which occurred in the serous coat of 
the intestine while freeing adhesions was repaired, and the abdo- 
men was closed with glass drainage. 

It was necessary to clean the tube every fifteen minutes. On 
the third day her condition became alarming, her pulse having 
risen to 160 and temperature 103f°. Feces were escaping 
through the tube, and the patient was in a condition of profound 
sepsis. At this juncture recourse was had to a measure which 
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undoubtedly saved her life. This consisted in substituting for 
the original tube a double glass tube for continuous irrigation.. 
At the same time the patient was placed upon a treatment of 
vigorous stimulation. From this time onward for a period of 
four weeks she took sixteen ounces of whiskey, twenty grains of 
quinine, one-fifth grain of strychnine, one drachm of the tincture 
of digitalis in divided doses daily, and from four to six ounces of 
milk every hour. All this she retained and there was seldonh 
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Glass drainage tube. A, afferent, E, efferent nozzle. 

any tendency to nausea. Irrigation through the double tube was 
continued for three days. At this time the tube was accidentally 
broken, and, the indication for its use having ceased, a rubber 
tube was substituted. The patient improved, her pulse drop- 
ping to about 100 and assuming a better||character, and the tem- 
perature falling to 100° or under. Feces continued to discharge 
in large quantities through the tube, and have persisted since itfr 
removal a few days later. There has been a persistent discharge 
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of pus at times throngh the fecal fistula, as well as from a fistu- 
lous tract which opened about one inch below it. 

A small quantity of feces passes daily per rectum. The urine 
has remained normal. Since April 3d she has been able to sit 
up in bed for an hour or two daily. Examination per vaginam on 
April 12th showed the cervix about one inch from vaginal out- 
let, with a bulging mass on the left side. As soon as her strength 
permits it is intended to make a free opening here in order bet- 
ter to facilitate drainage. 

The double glass drainage tube used in this case was devised 
and first used by Dr. Charles B. Penrose. It can be best ex- 
plained by the accompanying drawing. 

I am indebted to Dr. Beyea for the following pathological 
report : 

Specimens consist of both Fallopian tubes and a mass of what 
seems to be ovarian tissue and the wall of an abscess. Dia- 
gnosis : chronic, bilateral pyosalpinx and perisalpingitis and 
tubo-ovarian abscess of the left side. The left tube is three 
inches in length, one-half, two-thirds, and three-quarter inch in 
diameter. The ostium is closed. There is no sign of fimbria. 
The tube is covered with adhesions, particularly on its posterior 
surface, where there is a small portion of ovarian tissue, one 
surface of which being the abscess wall. The internal surface 
appears very much like papillomatous tissue. The tube is yery 
hard in consistence — almost stony hard. On section the lumen 
is very small and contains inspissated pus. The right tube is 
two and a half inches in length, three-eighths, one-half, and 
three-quarter inch in diameter. It is stony hard, and on section 
the muscular wall is much hypertrophied, being one-quarter 
inch in thickness. The lumen is large and filled with caseous 
material, and there are areas of caseation appearing like tuber- 
cles. The portion of ovarian tissue and abscess wall measures 
three and a half by two and a half inches by one inch. The 
smooth surface contains a few small cysts and hard nodules. 
The abscess surface is papillomatous, corrugated, and appears 
like a papillomatous cyst. These specimens surely appear tuber- 
cular. 

Microscopie examination, — Sections from both tubes show 
the mucous membrane completely destroyed, and replaced by 
tubercular tissue with miliary tubercles, giant cells, and in many 
places advanced caseation. The tube wall is infiltrated with 
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tubercular tissue and small round cells. The small round-cell 
infiltration is pronounced in all parts of each section and in all! 
sections. The abscess wall is composed of ovarian tissue show- 
ing acute inflammation, caseation, and frequently infiltrated with* 
miliary tubercles. These specimens therefore represent chronic,. 
diffuse tubercular salpingitis or pjosalpinx, tubercular tubo-ova- 
rian abscess with acute inflammation. No sections have thueh 
far been stained for the tubercle bacillus. That the tubercular 
process was the primary disease is self-evident, since the abscess 
wall was the only part showing acute inflammation. 

Dr. IIibst asked the Chairman his rule of practice in dealing 
with tuberculous pyosalpinx when coexisting with tubercular 
peritonitis. Greig Smith thinks it poor practice in such a case 
to drop a raw stump back into such a cavity, where it is almost 
certain to become infected. Dr. Hirst had such a case himself, 
however, in which he removed a pyosalpinx from an abdominal 
cavity the ssat of diffuse tubercular peritonitis. The patient 
recovered. 

The Chairman said that in the spring of 1894 he had per- 
formed celiotomy upon a woman and had found a tubo-ovarian 
tumor about the size of a duck egg upon the right side and tuber- 
culosis of the peritoneum. The peritoneum, parietal and intes- 
tinal, as far as examined was covered with small well-formed 
tubercles, and there was a small amount of free fluid in the 
peritoneal cavity. The tubes and ovaries and uterus were re- 
moved and the abdomen closed without drainage. The patient 
had an uninterrupted recovery and immediately began to gain 
weight, and eight months after the operation was in perfect 
health. 



Meeting of May 16^A, 1895. 

Charles B. Penrose, M.D., in the Chair. 

Dr. George E. Shoemaker reported 

cases of malformation of female genitalia. 

Uterus CorUiformis — Vaginal Septum^ Ferf orated Lochia Minora — 
Undeveloped Uterus, 

Within the past six months the following anomalies have- 
come under my observation : 

1. Uterus cordiformis. — B. F., born in England, 28 years 
old, married five years, sterile, came under treatment for pelvic 
pain which began three days before her menses and continued 
from two to three weeks afterward ; made worse by walking. 
Defecation painful. Periods every four weeks, duration seven 
to eight days. 
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There being adherent retroversion below the sacral promon- 
torj, with prolapse of large and tender ovaries, celiotomy was 
done to free adhesions and attach the ateras to the abdominal 
wall. The right ovary, being diseased and having a greatly 
elongated pedicle, which wonld have allowed it to remain pro- 
lapsed in the recto-nterine poach, was removed with its tnbe. 
The left, thongh large and stndded with retention cysts from a 
thickened capsule, was allowed to remain, especially as preg- 
nancy was desired. 

The uterine body was nearly twice the normal width and pre- 
i^ented that form of partial division known as the heart-shaped 
uterus. The fundus was indented externally by a sulcus separat- 
ing the two horns to the depth of half an inch, while the lower 
half of the organ was normal in shape and size. A band of pale 
flbrous tissue occupied the bottom of the sulcus and extended 
half-way down the front of the uterus over a space half an inch 
wide. The uterine cavity was two and a half inches in depth 
in the median line, while the sound passed readily across from 
one horn to the other, showing the apparent absence of a sep- 
tum. Otherwise the organs were normal. 

The bifid uterus, caused by the failure in coalescence of the 
iluots of Miiller, is a condition of comparative rarity. It is fre- 
quently undiscovered even when pregnancy occurs, as the non- 
pi*egnant horn does not take any part in. the enlargement. A 
considerable number of cases have been detected post mortem, 
owing to the rupture of the portion of the uterus which had be- 
come impregnated. Kussmaul, however, figures a uterus preg- 
nant near term for the eleventh time, where one half was en- 
tirely wanting, the tube and round ligament of one side ending 
by the side of the cervix. He was able to collect prior to 1859 
mune sixty -five cases where pregnancy had occurred. Indeed, 
pjHJgnancy has occurred in the two horns separately but at the 
name time. In a case reported by Geiss ' two living children 
wore born, whUe in another, reported by Graily Hewitt,' one 
ohild was living at birth while the other was dead. 

In cases of partial division such as the one reported there 
ia no apparent reason why pregnancy should not occur and ter- 
minate safely. The chances of it are greatly increased by the 
operative restoration of the normal position of the organ. 

2. Vaginal septum^ partial. — S. B., colored, aged 54, single. 
1 Lancet, 1828-29, p. 423. « Ibid, 1862, vol. i., p. 660. 
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TThere was senile atrophy of the external genitalia, except the 
hood of the clitoris, which was large. A firm band of connec- 
tive tissue divided the vaginal canal in the median line, half an 
inch behind the remains of the hjmen. The vagina admitted 
only the tip of the finger on either side of this septum, which 
was half an inch from without inward and a quarter of an inch 
in thickness. It was evidently congenital, there being no evi- 
dence of scar tissue. After division of the septum the uterus 
was found to be small, measuring two inches in length, strongly 
retroflexed, but movable. A firm body with loofee attachment 
in front of the plane of the uterus on the right side was probably 
an enlarged ovary abnormally placed. 

No demonstrable evidence of a double uterus was to be ob- 
tained. 

3. Bilateral pei^foration of labia minora. — S. J., widow, 
applied for symptoms due to adiierent retroversion. The labia 
minora were unusually large and well developed, the two 
together measuring three inches across. There was in each 
Jabium a central circular perforation half an inch in diameter. The 
openings were exactly opposite one another and were congenital. 

One was reminded of the ease with which a padlock could 
have been attached in this case, as in the tale of the jealous 
husband. 

4. IvfantHe . uterus (two cases in epileptics). — M. B., 19 
years ; single. Jacksonian epilepsy since eighth year. Sent by 
her parents from an interior county because she had never men- 
struated, which was supposed to have a relation to her epilepsy. 
The history showed occasional attacks of chorea, with epileptic 
attacks at approximately monthly intervals, which began in her 
eighth year. She had no signs whatever of a molimen and was 
ignorant of the nature of menstruation. Examination showed 
the amenorrhea to be due to faulty development and not to 
retention. The uterus measured only one inch and was retro- 
verted to the horizontal. Ovaries and tubes could not be felt. 

No local treatment was advised for the lack of development, 
which was considered as having no relation to the epilepsy. 

5. Infantile uterus. — M. H., 19 years, single. Menstruation 
established at 11 years, but irregular till her seventeenth year, 

.since which it has been normal. Appears now every four 
weeks, lasts three days ; quantity normal ; no pain at all. 

External genitals small but normal. Uterus in the median 
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line, directed in the long axis of the body ; width at the fundus^ 
three-quarters of an inch ; sonnd raeasnrement, one inch. Per 
rectnm tnbes felt as soft cords in the upper edge of a crescentie 
fold sweeping from side to side of the pelvis. Ovaries very 
high up; the right very small and reached with diflSculty ; the- 
left was from half to one-third normal size, quite tender, but 
slightly movable and very high up. 

The utter hopelessness of attempting to show a causal relation 
between ovarian function and true epilepsy could not be better 
shown than in the two young women here compared. Both 
have congenitaily defective sexual apparatus, from pure lack of 
development, without any inflammatory complication and with 
no painful or irritable areas or nerve pressure, in the genital 
region or elsewhere, suflScient to cause reflex symptoms. While 
one has normal menstruation the other has none at all, yet both 
have epilepsy. 

Tliey are of the same age and are of similar physical type ; 
rather under weight ; not vigorous, but showing no dyscrasia ; 
intelligence rather below the average. In cases such as the one 
with amenorrhea, an attempt is made by some physicians to 
bring about development, or at least function, by determining 
blood to the part through electrical or other stimulation, by 
repeated dilatation, and the like. All this seems useless to the 
writer in a congenitaily defective case, and not without serious 
drawbacks. That the establishment of function would be with- 
out effect on the epilepsy has just been illustrated. Where the 
amenorrhea is due simply to delay and not to retention or to 
lack of development, general hygiene and time will effect a 
cure. 

De. Shoemaker. — I removed the buried worm-gut suture a 
few days ago from a case of recurrent umbilical hernia in the 
person of a very obese woman upon whom I operated two years 
ago. The silkworm gut was absolutely unchanged. The ring 
formed by the suture hung loose in the tissues, giving absolutely 
no support. The tilament of gut was encapsulated in a tubular 
capsule not mure than one line in thickness. It was producing 
no irritation whatever, but doing absolutely no good. I have 
continued rising the buried worm suture, but wish to make this 
point as to the absence of support after the period of a few weeks. 

De* C. B. Penbose read a paper on 

THE LIGATURE IN OOPHORECTOMY. 

My object in presenting this very short paper is to call atten— 
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tion to some disadvantages which attend the commonly used 
method of ligating the pedicle in operations for the removal of 
the uterine appendages. The methods usually employed are the 
Tait- Staffordshire knot and the interlocking or Jink ligature. 
One or other of these ligatures is used by most operators in a 
routine way in all cases. 

The objections to these ligatures are : 

The liability to slip. 

The difficulty or impossibility in some cases of removing all 
the ovary and tube. 

The fact that the broad ligament is puckered up and made 
more tense than normal, and may for this reason cause subse- 
quent pain and discomfort. 

An unnecessary amount of tissue is strangulated. 

Most operators have seen cases, either in their own experi- 
vence or in the experience of others, in which the ligature has 
clipped from the pedicle, either during the operation or some 
<iays afterward. I think that this accident, usually unrecog- 
nized, is a very common cause of death after oophorectomy. 
Tait speaks of a certain number of cases in his own experience 
in which a hematoma occurred in the broad ligament some 
iours or days after operation. He says : * " I cannot form any 
exact estimate of how many cases of these operative hematoceles 
I have seen, but it certainly is not less tlian fifty, and is more 
Jikely to be seventy or eighty." 

It seems probable that this accident is due to the retraction or 
clipping of the artery from the embrace of the ligature, while 
the remaining mass of tissue which forms the pedicle is still 
retained and the hemorrhage therefore is confined to the broad 
ligament. I have seen this accident happen before the abdomen 
Lad been closed, and have sought for and ligated separately the 
retracted vessel. 

Slipping of the ligature is due to the form of the mass of tis- 
sue which is ligated. The broad ligament is drawn up into a 
more or less conical shape, all parts converging toward the liga- 
ture, and the ligature is really placed at the apex of a cone, 
from which it may readily slip. And the elastic artery, tied 
when upon the stretch, tends to retract and escape from the 
embrace of the ligature. 

The second objection is the difficulty or impossibility of re- 
» '* Diseases of Women," p. 468. 
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moving all the ovary and tnbe. If the broad ligament is tense^ 
as it so often is in single women, or if it is thickened from in- 
flammatory deposit, it is sometimes impossible to bring the tube 
and ovary through the abdominal incision and to obtain a pedicle 
which can be ligated so that we may with safety remove all of 
the ovary. And it is in just such cases that it is usually most- 
desirable that all ovarian tissue should be removed. 

The third objection — the puckering and tension of the broad 
ligament — may be of less importance than those just considered. 
However, it seems probable that some of the pain which women 
suffer after oophorectomy is due to the traction and counter- 
traction exerted by different parts of the broad ligament upon a 
sensitive cicatrix. The broad ligament is pulled up from differ-^ 
ent directions and converges to the cicatrix, which becomes the 
point from which the lines of traction radiate. 

The fourth objection is one which appeals to our surgical 
sense. It is always better surgery to ligate the vessel alone thaa 
to include with it a mass of surrounding tissue. 

The objections which I have just considered may all be 
avoided by ligating the distal and the proximal portions of the 
ovarian arteries with distinct ligatures and then cutting away 
the tube and ovary. The following is the method of procedure : 
The first ligature is passed through the broad ligament near the 
pelvic wall, securing the proximal portion of the ovarian artery. 
The second ligature is passed through the broad ligament at the 
uterine cornua, securing the distal portion of the artery. The 
second ligature may include the Fallopian tube if there be no 
disease of the isthmus, or it may be passed immediately beneath 
the tube if it be necessary to exsect the tube from the uterine 
cornua. With the ligatures thus placed the tube and ovary 
may be completely and safely removed. Usually there is no 
bleeding from the portion of the broad ligament between the 
ligatures. Any bleeding which does occur can be readily con- 
trolled by separate ligature. 

It IB notneccesary to place both ligatures before cutting away 
the ovary and tube. The first ligature may be placed about the 
proximal portion of the ovarian artery and then the infundibulo- 
pelvic ligaraeiit may be cut, bleeding from the distal end being 
controlled with forceps. This will enable the operator readily 
to bring the ovary and tube through the incision and to ligate 
the ovarian artery at the uterine cornua. 
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The advantages of this method are obvious. The ligatures 
are placed about the vessel while in its normal position and there 
is no tendency to retraction or slipping. 

The minimum amount of tissue is included in the ligatures. 

All ovarian tissue can be removed. 

There is no traction whatever upon the scar. 

Dr. Shoemaker. — I wish to ask Dr. Penrose whether he uses 
blunt or sharp needle, whether he sews or hooks. 

Dr. Penrose. — Blunt needle. 

Dr. Laine. — Does the broad ligament retract — that is to say, 
between the two ligatures ? I would like to ask whether it is 
ever necessary to whip the edges together. 

Dr. Penrose. — It is necessary in some cases, as in some cases 
of abdominal hysterectomy. 

Dr. B. C. Hirst read a paper on 



dermoid cysts and pregnancy, 



and called attention to the way in which the cyst was prepared 
— stuffed with cotton and covered with shellac. On removing 
from the alcohol, thoroughly dry and shellac it, and it will re- 
main indefinitely preserved. 

A dermoid cyst is a rare complication in pregnancy. Out of 
two thousand two hundred and seventy-five ovariotomies in 
general collected -by Olshausen only eighty were for dermoid 
cysts — 3.5 per cent. 

In Dsirne's * complete statistics of one hundred and thirty-five 
operations for ovarian tumors in pregnancy, there were ten for 
dermoid cysts. Homans has since reported an operation, and 
my own, about to be reported, is, as far as I know, the twelfth 
on record. 

Schroder and Miiller agree that dermoid cysts are the most 
dangerous ovarian tumors complicating the child-bearing period, 
but in the twelve recorded operations before labor there was not 
a single maternal death and there was but a single abortion in 
consequence of the operation. These figures argue eloquently 
for an early operation upon ovarian tumors complicating preg- 
nancy. 

The following extract from my case book shows how closely a 
pelvic tumor with intrauterine pregnancy may resemble in its 
clinical aspects extrauterine pregnancy : 

Monday, April 22d : Mrs. K, ; married five years ; one child 

* Archiv ftlr Gynftkologie, xlii., p. 415, 
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four yearg ago ; miBcamage at two months ten months ago, 
convalescence normal. 

Sickness returned in four weeks, natural, lasts five to six 
days, not very profuse. Had for eight months succeeding the 
miscarriage slight pain or soreness in left groin from time to 
time ; otherwise in good health. Last normal sickness Febru- 
ary 22d, five to six days ; quantity of flow about as usual. 

Had at the time a bad cold. During March pain in left groin, 
gradually increased; there wereintervals,however,free from pain. 

No trace of sickness that should have appeared about March 
22d, except a mucous discharge. 

Three weeks ago went on a journey, part of which was rough 
driving. Caught a heavy cold, and on every attack of coughing 
or sneezing felt sharp pain in the left groin. The pain has been 
getting steadily worse, although the cold soon passed away. A 
week ago had such a violent attack during a walk that she was 
entirely disabled and sank to the ground. 

Has had since then as severe attacks while confined to her 
room, especially after a bowel movement or urination. 

Last Thursday a discharge of small quantity of dark blood 
with a small clot. Yesterday severe pain with discharges of 
more blood. 

Examination. — Large cystic tumor reaching half-way to um- 
bilicus and mainly on left side of abdomen, filling Douglas' 
pouch and pushing the womb close against the symphysis. Not 
BO sensitive nor so adherent as one would expect from an extra- 
uterine pregnancy, but perfectly possible to be so ; perhaps an 
adherent inflamed ovarian cyst; possibly a retro verted womb, 
twisted on the cervix, adherent and pregnant. 

Gliniodl diagnosis. — Extrauterine pregnancy (?); ovarian 
cyst and intrauterine pregnancy (?); retroflexed, fixed, pregnant 
uterus (?). 

Operation. — Dermoid cyst on left side, size of cocoanut, with 
two large bunches of hair in it. One twist of the pedicle. 
Intrauterine pregnancy. Afebrile convalescence ; pregnancy 
uninterrupted. 

Dk. E. p. Davis read a paper entitled 

DRAINAGE IN PDERPERAL SEPSIS, WITH A REPORT OF CASES. 

The surgical treatment of puerperal sepsis remains at present 
a field in which much is to be learned and in which grounds for 
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•positive opinions are not yet clearly defined. The necessity for 
thorough drainage in septic conditions of the abdomen and pel- 
vis is conceded by all experienced operators Tliere is. however, 
room for differences ia opinion as to the time when such a 
procedure becomes necessary and the exact method of its per- 
formance. With a view of adding to our clinical data upon this 
Kjuestion, the following cases are reported : 

Case I. — M. B., a Uussi.in Jewess, was admitted to the Phila- 
'delphia Hospital during the past winter, liaving been confined in 
;a tenement a short time previously. On admission the placenta 
was within the uterus. Tlie resident physician emptied the 
womb and disinfected the vagina. The patient gradually devel- 
oped puerperal septic infection, and ten days after admission the 
uterus was curetted and irrigated and packed with gauze. A 
temporary improvement followed. Subsequently the patient's 
rstrength began to fail, her temperature indicated a progressive 
septic process, she ate little and slept poorly, and her mental 
distress was augmented by the death of her infant. At this 
time — three weeks after childbirth — vaginal examination dis- 
closed upon the left side of her pelvis a mass in which fluctuation 
was entirely absent; indeed, so firm and tense was this tumor as 
to occasion a possible suspicion that sarcoma was developing 
from the pelvic wall. The patient was repeatedly examined to 
determine the presence of fluctuation, but this sign was not 
present. In spite of stimulation and forced feeding the patient 
.grew steadily weaker. Her temperature ranged from 101° to 
102^° F., her pulse being considerably above 100. In view of her 
progressive failure and the uncertainty of her condition, it was 
thought wise to subject her to celiotomy with a view to positive 
diagnosis and operative treatment. The patient was given to 
xmderstand that the reason for operation was her failure to im- 
prove under other methods of treatment. 

The abdomen was opened while the patient was in the Tren- 
xielenburg posture. Upon entering the peritoneal cavity the 
omentum was found adherent upon the left side of the pelvis 
as low down as the brim. It was ligated and cut between the 
ligatures. The uterus was slightly enlarged, firm, and well 
<5ontracted. The tubes were bright red, but no pus could be 
<letected in them. The mass upon the left side of the uterus 
was found to be an exudate. It showed no signs of forming 
pus. The uterus was freed from its adhesions, the left tube 
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carefullj examined, and the mass of exudate upon the left side 
of the pelvis was thoroughly broken up with the lingers. Flakes 
or yellowish lymph were found in the exudate. The utems was 
brought up to its proper position, Douglas' cul de-sac was opened 
into the vagina, and a large rubber drainage tube was passed 
through the abdominal wall and into the vagina, appearing at 
the vulva. The site of the exudate was thoroughly packed with 
iodoform gauze, and the end of the gauze carried down along 
the drainage tube into the vagina. The abdominal wound was 
then closed tightly over the gauze; the upper end of the drain- 
age tube was allowed to protrude through the abdominal wound. 

The patient's relief following the operation was decided. Her 
improvement, although slow, was steady and gratifying. Her 
pelvic pain disappeared, her appetite improved, while she slept 
much better than formerly. The drainage tube was thoroughly 
irrigated from above with a saturated solution of boracic acid 
every six hours. The gauze was gradually brought away per 
vaginam. A discharge of sanious pus occurred which steadily 
diminished. The drainage tube was then removed and the 
abdominal wound closed, the opening in Douglas' cul-de-sac 
being maintained by packing the aperture with gauze. The dis- 
charge steadily diminished and finally ceased. The abdominal 
wound united and the opening into the vagina through Douglas' 
cul-de-sac closed. The patient was finally discharged greatly 
improved in weight and general health. 

Case II. — The patient, a woman aged 40 years, had been 
married for a number of years, had borne several children, and 
had several miscarriages. She gave a history of having been ill,, 
after her last miscarriage, for several days in bed. Upon admis- 
sion to the hospital the patient's temperature was 102° F, her 
pulse above 100, and she complained of pain in the region 
of the pelvis. Her general appearance was that of a person 
profoundly infected. The only history that could be gained of 
her illness was that, following severe exertion and exposure to 
cold and wet in washing upon a cold day, she was seized with 
violent pains in the lower portion of the abdomen. 

As soon as the patient came into the hospital she was thor- 
oughly purged and given food and stimulants at short intervals. 
It was noticed that the patient's mental condition showed the 
effects of septic poison, the phenomenon known as '* coma 
vigil" being present. Under appropriate treatment and the 
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free use of stimulants the patient's condition improved for the- 
first twenty-four hours after admission. The abdomen was flat, 
the temperature fell to between 100° and 101° F., and the pnlse,. 
although rapid, increased somewliat in volume. In spite, how- 
ever, of her favorable sj^nptoms, it was thought that a serious 
condition of septic infection was present. Accordingly, thirty- 
six hours after admission, the abdomen was opened. The intes- 
tines and peritoneum were found brilliantly injected. Upon 
the intestines were masses of yellow lymph which were adherent 
to the wall of the bowel. The uterus, tubes, and ovaries showed 
no abscess. In Douglas' cul-de sac were found several ounces 
of exceedingly foul and thin pus whose odor was most offensive- 
The abdomen was very freely flushed with sterile water and 
drained, as in the preceding case. A distinctly unfavorable 
prognosis was given. Following the operation the patient im- 
proved very perceptibly;* the bowels were moved; she was 
free from pain. Thirty-six hours after operation she died sud- 
denly of heart failure. 

The second of these cases is a familiar example of the unfor- 
tunate fact that a patient who has once suffered from septic in- 
fection in the pelvis may at some future time perish from sepsis 
after she has apparently recovered from the original attack*. 
The history in Case 2 was that the patient had suffered from an 
abortion nearly a year before her death. She had never been 
well after that, being always subject to pains and dragging sen- 
sations about the pelvis. Her temporary improvement was only 
apparent, although her temperature fell suflSciently to deceive 
one who has not observed cases of pelvic sepsis; The most 
valuable method of treatment to which this patient was sub- 
jected after the operation was copious transfusion with normal 
saline solution. Her case illustrates the insidious character of 
abdominal sepsis which is so frequently observed. 

In Case 1 it was expected that the exudate w^ould break down 
and form an abscess which could be opened at the most depen- 
dent point and drained. The persistence of the solid mass and 
the patient's steady failure in strength led to the determination 
to hasten, if possible, the resolution of the exudate. When the 
patient left the hospital there was still a thickening. in the broad 
ligament of the affected side, not sensitive to pressure, the ute- 
rus remaining quite movable and in fairly good position. The 
patient's temperature had been normal for some weeks before 
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she left, lier strength and appetite had returned, she was able to 
walk abont and do light work, and although slie complained at 
times of stiflFness in walking, still she seemed quite able to leave 
the hospital. The practical lesson which these cases teach, to 
my mind, is the fact that interference by surgical procedure in 
«eptic cases can rarely be practised too early and is often under- 
taken too late. 

Dr. Penbose presented specimens of 

1. HEMATOSALPINX AND BBO AD-LIGAMENT HEMATOMA; PROBABLE 
TUBAL PREGNANCY. 

Mrs. O., Ilpara ; last child three years ago. Since the birth 
of this child she has suffered with more or less double ovarian 
pain and with tnenorrhagia. Two months before operation she 
had what she supposed to be a miscarriage. She was contined 
to bed for three weeks on account of bleeding and left-sided 
pain. She had been bleeding from the uterus continuously since 
then. Vaginal examination showed cystic mass tilling uterus 
posteriorly and to the left. 

Operation was performed one week aajo. The ovarian artery 
was tied upon the left side, the anterior face of the broad liga- 
ment was stripped from the tumor, and the tumor and uterus 
removed entire without rupture. Convalescence has been re- 
markably easy. 

II. PROBABLE RUPTURED EXTRAUTERINE PREGNANCY. 

Pathological exa/tnination-, — The specimens consist of the 
uterus, a large hematoma distending the left tube, the right 
tube, and both ovaries. 

Macroscopic examination, — The uterus, amputated at the in- 
ternal OS, IS considerably larger than normal, measuring 7.5 
by 7.5 by 5 centimetres in its various diameters. It is other- 
wise normal. The left tube is dilated into a large sac measuring 
12.5 by 7.5 by 5.3 centimetres in its various diameters. It con- 
tains on section a large mass of clotted blood, and, in relation 
with proximal end of the tube, a circular area of tissue much re- 
sembling placenta. There are no signs of chorion villi. The 
right tube measures 7.5 centimetres in length and 5 centimetres 
in the proximal third and 1 centimetre in the distal two-thirds in 
diameter. The abdominal ostium is closed. The outer two- 
thirds of the tube is irregularly distended and contains consid- 
erable blood. The left ovary is adherent to the hematoma wall, 
is very large, measuring 5.3 by 5 centimetres in diameter, and 
the greater part is dilated into a cyst containing blood. The 
right ovary measures 2.7 by 2.2 by 1 centimetre in diameter, 
and, except for a few adhesions covering its surface, is normal. 
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Microscopic examination. — Sections made from the tissue 
resembling placenta showed it to be composed of disintegrated 
blood clot. Sections made from the hematoma wall showed no- 
chorion villi and that it was composed of muscle fibres. Sec- 
tion through the endometrium showed slight hypertrophy, the 
smallest amount of small round-cell infiltration, but no charac- 
teristic embryonal cells. 

III. SUBMUCOUS FIBROID OF THE UTERUS. 

This specimen was removed from a middle-aged woman who- 
had suffered for many months with very profuse metrorrhagia. 
The operation was very easy, the stump being treated intraperi- 
toneally, and convalescence has been uneventful. 

Pathological examination. — The specimens consist of a uterus 
the size of an adult head, and the tubes and ovaries from both 
sides. The uterus, on section, is found to contain a large sub- 
mucous fibroid tumor filling up the entire uterine cavity and 
showing signs of beginning fatty degeneration. The uterine 
wall is very edematous and hypertrophied,' measuring 3 centi^ 
metres in diameter. The tumor measures 22.5 by 20 by 17.5- 
centimetres in its various diameters. The tubes and ovaries are 
macroscopically normal. 

IV. BILATERAL ABSCESS OF THK UTERINE WALLS. 

The patient from whom this specimen was removed gave the 
following history : 

Mrs. F., 22 years of age ; tailoress ; Eussian ; multipara. Her 
present trouble followed the birth of her child eight weeks 
ago. The labor was difficult, requiring a forceps operation ► 
She began to have pain, three days after the birth, in the lower 
abdomen, and since has had fever, particularly at night. On 
admission to the hospital she has complained of pain in the left 
iliac fossa. During the first three days she was in the hospital 
her temperature ranged between 102.3° and 100° F., the pulse 
between 130 and 100. During the seven days prior to operation 
the temperature remained at about 99°, pulse 86. 

Vaginal examination. — Vagina negative ; cervix lacerated ;. 
the left ovarian region was filled with a firm mass. 

Operation. — Celiotomy. The intestines were found generally 
adherent to the fundus uteri and to the anterior and posterior 
faces of the left broad ligament. They were separated with dif- 
ficulty, and it was necessary to suture a rent in a loop of small 
intestine. An abscess was discovered on the right side of the 
uterus in the uterine wall immediately below the cornua, con- 
taining about one drachm of pus. A smaller abscess was found 
on the left side of the uterus, communicating with an abscess, 
cavity of the left broad ligament. The abscess cavity of the left 
broad ligament in turn communicated by an opening in the 
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«heath of the left psoas moscle with the psoas muscle. The 
Fallopian tabes were apparently normal and were in no way 
involved in the abscess. After the uterus and appendages had 
been removed and the greater portion of the left broad ligament 
•excised, it was seen that pus was escaping from an opening in 
the sheath of the left psoas moscle. Pressure from above down- 
ward on the psoas muscle caused pus to escape from this opening 
in the sheath. About an ounce and a halt* of pus was pressed 
out in this way. The pelvis was thoroughly washed with a solu- 
tion of 1:2000 bichloride, drainage tube introduced, and the 
abdomen closed. The patient had a very easy, uneventful con- 
valescence. It is now two weeks since the day of operation ; the 
incision is firmly closed and there is no discharge whatever of 
pus from the drainage-tube tract. Before operating upon this 
woman I had determined to adopt the following procedure : to 
open the abdomen in order to determine the origin of the puru- 
lent collection in the pelvis. In case the Fallopian tube had 
iormed the focus of the suppuration I had intended to remove 
the tube and abscess cavity as completely as possible by the 
abdomen. In case, however, I found that the tubes were not 
involved and that the collection of pus had originated in the 
cellular tissue of the broad ligament and was confined to this 
structure, I had expected to close the abdomen and to incise and 
to drain by the vagina. Before operating I had not suspected 
the existence of uterine abscess, llaving, however, found this 
<5ondition, it seemed most advisable to adopt the form of opera- 
tion which I have described. 

Pathological examination. — The specimens consisted of the 
nterus and tubes and ovaries from both sides. The uterus 
measures 8.1 by 7.3 by 3 centimetres in its various diameters. The 
mucous membrane is of normal thickness, the muscular wall yel- 
low in color, apparently fatty degenerated. On each lateral 
wall below each cornu and subperitoneal there is part of an ab- 
scess wall covered with a pseudo-membrane; that of the left 
«ide is much larger and the uterine tissue is partially destroyed. 
The peritoneal covering on the anterior and posterior surfaces 
of the uterus is normal. The left tube measures. 8 centimetres 
in length and 1.3 and 1 centimetre in diameter. The abdomi- 
nal ostium is patent, the tube wall soft in consistence, the mus- 
cular wall considerably thickened in its proximal two-thirds and 
almost normal in the distal third, and the peritoneal covering is 
normal ; the rtiesosalpinx is of about normal length but some- 
wliat thickened. Th€j right tube measures 8 centimetres in 
length and 0.7 and 1 centimetre in diameter; the tube wall is 
not so much hypertrophied as that of the opposite side, the peri- 
toneal covering is normal, and the abdominal ostium is patent; 
the mesoealpiax is very much shortened, thickened, torn, and 
covered with adhesions toward the uterus. The ovaries measure 
3/2 by 2 by 1 centimetres in their various diameters. They con- 
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"tain a few small follicular cysts, but are otherwise nDrrual. Dia- 
gnosis: chronic metritis; bilateral subperitoneal abscess of the 
uterine wall with pseudo membrane formation ; subacute bilate- 
ral salpingitis with hypertrophy of the tube wall and without 
closure of the abdominal ostium — evidently not the primary 
cseat of infection ; and chronic follicular o5phoritis. From this 
examination it appears evident that the subperitoneal or intra- 
ligamentous infection must have taken place through the uterine 
-wall. 

Db. Hibst. — I am much interested in the statement by Dr. 
Penrose in reference to pus running up thepsoas muscle. This, 
I think, is a very rare occurrence. 1 have seen but one such 
<5a8e in which it was possible to do what Dr. Penrose had in 
mind to do — namely, to open the abdomen tirst in the median 
line and to examine the pelvic organs thoroughly; then, if pos- 
sible, to open the abscess extraperitoneally. This was not pos- 
sible in Dr. Penrose's case, and it rarely is possible. In my cat^e 
I found on opening the abdomen that the womb was perfectly 
normal, that the tubes and ovaries were perfectly healthy, that 
there were no peritoneal adhesions of any kind, but in the right 
broad ligament there was a large collection of pus separating 
the layers of the ligament, as if it contained a large intraliga- 
mentary cyst. 

I made an incision over Poupart's ligament and introduced 
ray finger up along the psoas muscle as far as it would reach, 
following sinuous tracts from which pus oozed as I opened them 
up, washed out thoroughly, and then examined the pelvic floor 
without result. The abscess was high in the pelvis, mainly in 
the false pelvis. The woman had had fever for four months 
after an abortion, and was under the charge of a homeopath. I 
was called in one night and operated the next morning. 
Within twenty-four hours she had a normal temperature, for the 
first time in four months. The temperature has continued nor- 
mal for the last two weeks; the cavity is discharging less and 
less pus each day, and I think will soon close up. 

This case is an illustration of the impossibility, in some in- 
stances, of evacuating a pelvic abscess through a vaginal inci- 
sion. I could not have reached the whole collection of pus, 
although 1 might possibly have tapped the lower portion of 
the abscess through the vagina. Vaginal incision, therefore, 
would have been quite useless. The proper rule of practice in 
these cases is to do what Dr. Penrose did — investigate the con- 
dition of the abdominal cavity thoroughly through a median 
incision, and be guided as to what is to be done subsequently by 
what is found in the intra-abdominal investigation. 

I made one little error in technique to which I wish to call 
your attention. I made an incision above Poupart's ligament 
before closing up the central abdominal incision. I felt pretty 
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certain I was pursuing the right course, but I had not sufficiently 
the courage of my. convictions to shut up the median abdominal 
wound and to seal it with collodion before incising the abscess. 
I simply packed the median wound with gauze and protected it 
with pads, then made an opening over Poupart's ligament with 
the idea of using the central abdominal wound to evacuate the 
abscess cavity if I failed to reach it through the extraperitoneal 
incision. This was not necessary. I burrowed about with my 
fingers in the abscess cavity, and although I cleansed my hands,, 
as I thought, thoroughly, 1 infected the median wound in sewing 
it up afterward. This is the first time since I have been using 
the method introduced in this city by Dr. Penrose tliat I have 
had trouble with an infection of the wound. Altliough this- 
was not a serious accident, resulting merely in some suppuration 
and a little gaping of the skin wound, I call your attention to it, 
because it is one which can readily be avoided. 

I should have shut up the tirst wound, sealed it up, and then 
proceeded to evacuate the pus cavity; or, in case it would be 
advisable to leave the tirst wound. open, I should on another oc- 
casion have some one who had not put his fingers in the pus 
cavity sew up the median abdominal wound. 

Dk. Shoemaker. — These cases are interesting as showing that 
the psoas muscle can be infected from within the abdominal 
cavity. I have seen one case in which this occurred and in 
which removal of the pus focus and thorough drainage was suf- 
ficient to cure the case ; but of course it is a method of proce- 
dure in the treatment of psoas abscess which would require 
great caution, and it is worth while to call attention to the fact 
that psoas abscess ordinarily has a focus of bone erosion along 
the spinal column, and that the drainage of such an abscess 
would be likely to be disastrous if conducted through the abdo- 
men. Of course in a case of that kind it would be better to 
make posterior incision in the groin and drain from the groin to 
back of the trunk. 

CONGENITAL DEFORMITY OF THE FALLOPIAN TTJBB. 

Dr. Penrose. — The specimen which I present, with an illus- 
tration made for me by Dr. Beyea. shows what I think to be a 
congenital deformity ot the Fallopian tube. I found this con- 
dition in a woman upon whom I performed the operation of ab- 
dominal hysterectomy for malignant disease of the fundus uteri. 
It was discovered after the uterus had been removed. There 
were no inflammatory adhesions and no sign whatever of any 
periuterine trouble. 

The specimen consisted of the uterus and Fallopian tubes and 
ovaries irom both sides. 

Maoroscopical examination. Left nde, — The tube measures^ 
10 centimetres in length and 0.6 and 0.8 centimetre in its various 
diameters. The abdominal ostium is patent, the peritoneal 
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<50vering appears perfectly normal, and no sign of salpingitis or 
perisalpingitis can be detected macroscopicallj. At a distance 
of 5 centimetres from the abdominal ostium aijd 3.8 centimetres 
from the uterus ostium the tube ends abruptly and the interven- 
ing space is composed of what seems to be apparently normal 
peritoneum. A straw introduced from the abdominal ostium 
at uterus shows the tube canal patent but ending at the defor- 
mity. There is a hydatid of Morgagui attached to the fimbri- 
ated extremity. Between the peritoneal layers, at the deformity 
in relation with the distal end of the tube, there is the slightest 
effusion of blood. There are no signs of traumatism. The 
mesosalpinx is perfectly normal in length and thickness and 
48how8 a normal parovarium. Right side. — The tube measures 
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11 centimetres in length and 0.6 and 0.8 centimetre in its various 
diameters. The abdominal ostium is patent and it appears nor- 
mal in every respect. The mesosalpinx is normal. The ovaries 
are the seat of a marked hydrops follicnli, the result of chronic 
congestion, as there are no signs of perioophoritis. They are of 
about normal size, measuring 3.6 by 2.5 by 1.1 centimetres in 
their various diameters. The uterus is 8.8 centimetres in length, 
7.5 centimetres in width at the fundus, and 5 centimetres in 
thickness. It was removed complete because of the suspicion of 
carcinoma. The cervix was very hard but not nodular. The en- 
dometrium is mirkedly hyp3rtrophied, measuring 0.6 centime- 
tre in thickness; its surface is somewhat more nodular tlian nor- 



70 TBANSAOTIONfi OF THE flECTION ON GYNBOOLOGY, 

mal. There is a slight effusion of blood over its surface. Th& 
muscular wall is yellow in color and appears to be fatty degene- 
rated. 

Diagjioda. ^GougenitBi malformation of the left Fallopian 
tiube; normal right tube; hydrops folliculi of both ovaries; and 
enlarged uterus, apparently normal except that the endome- 
trium is very much hypertrophied. The fact that both tubes 
were of approximately the same diameter and length, that there 
were no signs or the least suspicion of inflammatory change in^ 
uterus with either tube, seems suflScient evidence that the de-^ 
scribed condition of the left tube is a congenital malformation. 

Dr. Edward P. Davis presented 

A UTERUS AND A FIBROID POLYP 

from a case whose history is as follows : The patient, aged 48 
years, had suffered for several years with irregular hemorrhage. 
She had been under the treatment of a homeopathist, who in- 
formed her that her case was beyond medicine. She had also been 
treated by the administration, probably, of ergot. Although 
she had visited several clinics, there is no history that a positive, 
diagnosis had been made or that an attempt at removal had been 
suggested. During the month of March last she was seized 
with sudden hemorrhage and pain during the night. She sum- 
moned a physician in the neighborhood, who found her exsan- 
guinated, the polyp expelled from the uterus and protruding^ 
from the patient's vulva. After unsuccessful attempts to re- 
place the polyp the attending physician sought counsel in the 
case. I instructed him to take the patient to the Polycliniq, 
where I saw her a few hours later. She was exceedingly 
blanched, conscious, but profoundly anemic and shocked. The 
stalk of the polyp was as large as a finger and very readily 
ligated and severed. The uterus was thoroughly douched, 
packed with iodoform gauze, and carried up into the pelvis. 
under vioforous stimulation and transfusion the patient survived 
for several hours, perishing of heart failure in the early evening. 
On examining the uterus the site of attachment of the stalk 
of the polyp will be observed at an area where the endometrium 
is in a condition of granular degeneration or necrosis. The 
hemorrhages had come from this site, as several sinuses in the 
uterus communicate directly with this area. The case is an in- 
teresting illustration of the fact that a patient having a curable 
disease may go for several years without accurate diagnosis or 
treatment and ultimately perish from the disorder. 
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Meeting of October ilth, 1895. 
The President^ 0. B. Penrose, M.D., in the Chair. 
Dr. B. C. Hirst read a paper upon 
A remarkable case of acquired atresia of the vagina. 

The case about to be reported possesses some features in it» 
etiology and treatment which are, I think, unique. In the 
comprehensive statistics just collected and published by Neuge- 
bauer * there is nothing exactly like it. 

Kosina ■■ was delivered of her first child in July, 1892. 
She states that a woman physician in charge of the confinement 
" cut her and then sewed her up again." A year later another 
woman physician did two operations upon her vagina, the na- 
ture of which the patient does not know. A month or two later 
she fell into the hands of a gynecologist, who removed both of 
her ovaries. As it appeared later, this gynecologist must have 
operated on her without making a vaginal examination. In the 
following spring the woman was conscious of a swelling in the 
lower abdomen and suffered great pain. A few months later 
there was a sudden discharge of a large quantity of bloody fluid 
from the urethra (rupture of a hematocolpos into the bladder),, 
whereupon the pain and swelling disappeared. These symp- 
toms, however, reappeared, and in the following winter (Decem- 
ber, 1894) my friend Dr. Edward Martin, whom the patient 
consulted, found an atresia of the vagina at its upper third, and 
in the line of atresia a row of silver sutures that must have been 
there since July, 1893. 

The sutures were removed and the hematocolpos opened, but 
in doing this a vesico-vaginal fistula was established. In a short 
time the vagina closed again completely, but the vesico-vaginal 
fistula persisted. Two attempts were made to close the fistula, 
without success. In the meantime there had been again a col- 
lection of menstrual discharge in the vagina with a reappearance 
of the old symptoms. It was found impossible to tap this col- 
lection through the vagina, or to reopen the vagina without en- 
larging the vesico-vaginal fistula and endangering the ureters. 
Ah attempt was therefore made by Dr. Laine, in Dr. Martin's 
absence, to evacuate the fluid by a puncture through the rec- 

>"Zur liotire voa den angeboreaen uad erworbeaen VcffwachBungen un^ 
Vere]iy>€raiigen der Scheide," etc. , Berlin, 1685. (One (houaand cases.) 



72 TBANSACTIONS OF THB SECTION ON GYNECOLOGY, 

turn. This succeeded, but the vagina refilled rapidly and the 
woman became quite seriously ill, with high fever, a hectic flush 
upon her cheeks, prostration, and rapid loss of weight. In this 
condition she was put under my care in the Howard Hospital. 

On examination I found a large vesico-vaginal fistula, an 
atresia of the vagina in its upper third, with extreme cicatricial 
contraction, and, as the result of ulceration, a mere bridge of 
connective tissue separating bladder and rectum. Above the 
point of atresia there could be felt by rectal and abdominal ex- 
amination a cystic tumor which was extremely sensitive. In 
view of the repeated failures to keep the vagina open, and on 
account of the likelihood of injuring both bladder and rec- 
tum in an attempt to make the opening large enough for a per- 
manently successful result, I determined to perform hysterec- 
tomy as thesurest means of preventing a reaccumulation of fluid 
above the point of vaginal closure. This was done four months 
ago. I found that a portion of one ovary remained from the 
last abdominal operation, explaining the persistence of menstru- 
ation. As I cut oflf the womb a fountain of pus gushed from 
the cervical canal and deluged the pelvic peritoneum. The 
latter was cleansed by the dry method and the cavity closed 
without drainage. The layer of connective tissue joining blad- 
der and rectum and obliterating the vagina was then punc- 
tured, and the purulent fluid remaining in the vagina evacu- 
ated. The woman made a good recovery. I have recently 
closed the vesico-vaginal fistula successfully, and the patient is 
now perfectly well. 

Appended is the list of ten operations by six physicians to 
which this patient was subjected before she was cured : 

Operation on the vagina during labor (Dr. G.) ; two plastic 
operations in the vagina (Dr. F.) ; a salpingo-oophorectomy 
(Dr. P.) ; operation for atresia of the vagina (Dr. M.); two 
unsuccessful operations on a vesico-vaginal fistula (Dr. M.); 
puncture of the hematocolpos through the rectum (Dr. L.) ; 
hysterectomy and discission of the vagina (Dr. H.) ; operation on 
vesico-vaginal fistula (Dr. H.). 

Dr. Laine. — I saw the patient out in the country two years 
ago, just as I was about to sail for Europe. I sent her to a 
gynecologist in Philadelphia and understood that he was going 
to do a hysterectomy. I did not see the woman again until 
after my return from Europe, and found a large mass in the 
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pelvis. For several days I w^as undecided as to what it was, 
because I had understood that the doctor had performed hyste- 
rectomy. However, I went to see him, and he told me he had 
simply removed the ovaries. I then sent the patient to Dr. 
Martin, who opened the collection in the upper part of the 
yagina, and this was followed by a urinary fistula. Two or 
three weeks after this operation she developed very high tem- 
perature and the diagnosis rested between an ascending pyelitis 
and a collection of pus in the upper part of the vagina. Dr. 
Martin requested me, during his temporary absence, to operate 
on the case. I did so through the rectum, and drained a col- 
lection of pus in the upper part of the vagina. The tempera- 
ture at once dropped to normal, and two months afterward Dr. 
Hirst did a liysterectomy on the case. The mistake was that, 
after developing complete atresia of the vagina, a hysterectomy 
was not performed instead of simple oophorectomy. For after 
this, even if she had not menstruated, the mucous discharge from 
the uterus would have been sufficient to cause the swelling or 
abscess in the upper part of the vagina. 

Dr. Noblb. — It would seem that this patient's ovaries were 
not removed, so that we can hardly speak of removal of the 
ovaries when there was enough of one ovary left to insure men- 
struation. I would like to ask whether Dr. Hirst removed the 
vagina in his operation. 

Dr. Hirst. — I did not, for it was probably obliterated, except 
for a small segment in its upper third. 

Dr. Noble. — If this is the case I see no reason why she should 
not have some trouble from a shut-up vaginal retention cyst. It 
seems likely that some one will add to the series of operations 
by performing one for the collection of fluid in this unique case 
later on. 

Dr. R. H. Hamill reported 

A CASE OF acquired ATRESIA OF THE VAOINA. 

While atresia of the vagina is by no means an uncommon 
condition, I feel that there is sufficient interest attached to the 
following case to bear recording. The origin of the atresia in 
this case is one that we are not likely to meet with often. 

M. C, aged 35 years, the mother of four children, came under 
my care at the Philadelphia Hospital last May. Her last child 
was born August 12th, 1894, and the labor was a normal one. 
The perineum was lacerated. She was attended by two medical 
students, who repaired the perineum at once. The stitches were 
introduced one and a half inches in the vagina, uniting the ante- 
rior and posterior walls, thus causing the atresia. She remained 
in bed two weeks. In February, 18D5, the child died, since the 
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birth of which, up to the time of her admisfion to the hospital, 
she had not menstruated. Before the child^s death she had suf- 
fered no inconvenience, but soon after she noticed that about 
every fourth week she had paroxysms of pain in the lower part 
of her abdomen, becoming worse each successive month, and 
being of a sharp, cutting character. These pains were always 
accompanied with nausea and vomiting. In the latter part of 
April she noticed the presence of a tumor in the lower part of 
the abdomen, which was very tender to the touch. It was diffi- 
cult to secure any movement of the bowels, and when they were 
moved it was always accompanied with intense pain. An ex- 
amination revealed a slight median perineal tear, and the vagina 
was closed one and a half inches from the vulva. A cicatricial 
band was seen across the vagina, and there was a slight area of 
ulceration. Rectal examination revealed the pelvis filled with 
a dense fluctuating mass about the size of a cocoanut, and bi- 
manual examination showed on the left side an oblong tumor, 
about as large as a good-sized cucumber, filling the left iliac 
region. On the right the pelvis was entirely tilled with the 
large mass detected by the examination per rectum. The dia- 
gnosis of hematocolpos and hematometra was made, and a sup- 
posed hematosalpinx. On May 22d, 1895, an exploratory inci- 
fiion was made for the hematosalpinx on the left side, which 
proved to be a distended uterus pushed over by the hemato- 
colpos and tilled with blood. An opening was made in the 
vagina with blunt-pointed scissors, and there escaped about one 
and a half quarts of a thick, gruraous, brownish-black blood, 
being retained menstrual secretions, from the vagina and uterus. 
The cavities were thoroughly irrigated with bichloride solution 
and packed with iodoform gauze, the vagina being packed daily 
and douched with sterile water. Convalescence was uneventful, 
with the exception of a papular eruption on the thighs and legs, 
which rapidly disappeared when sterile gauze was used in the 
place of iodoform. 

It has been a question in my mind as to whether it was wise 
or not to have subjected my patient to the additional dangers 
attendant upon an exploratory incision ; but thinking, as I did, 
that 1 had to deal with a hematosalpinx, I felt that it was wise 
to adopt the procedure which I did. I had in mind at the time 
a case which I had seen where hematosalpinx existed with he- 
matometra and the uterus was emptied through the vagina. 
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Shortly after this operation a leakage from the tubes caused a 
peritonitis which resulted in the woman's death. Ilad a hemato- 
salpinx existed in my case I might have had a similar expe- 
rience, and, as an exploratory incision is of minor importance 
as regards the danger of death, I feel that I was warranted in 
doing the section, particularly as my patient has had no unfavor- 
4ible symptoms since. When she left the hospital, which was 
a number of weeks after the operation, the vagina had shown 
no disposition to unite again. The woman was instructed to 
report to me if such a condition arose, and, as I have not heard 
from her up to the present time, it is fair to presume that there 
has not been a closure. 

The atresia following labor is usually connected with some 
complication of the labor itself. Neugebauer * has collected 
one hundred and seventy-six cases of acquired atresia of the 
vagina of puerperal origin, and in the vast majority of them it 
was connected with complications of labor. 

I should be pleased to have the opinion of the Fellows in rela- 
tion to the advisability of making an exploratory incision when 
there is doubt as to the existence of hematosalpinx. In this 
particular case to make a positive diagnosis was practically 
impossible, as, owing to the immense size of the hematocolpos, 
I was unable to distinctly map out the uterine appendages. 

Dr. IIibst. — It would be useful to all of us to hear an expres- 
sion of opinion, from the Fellows who possess experience in 
these cases, as to the advisability of opening the abdomen to see 
if there is a collection in the tubes. A case of my own, with a 
fatal result, well illustrates this. The woman had an acquired 
atresia of the cervix. This only developed when she was 47 or 
48 years of age, and the symptoms so much resembled those of 
the menopause that they did not attract attention for a long 
time until great pain developed in urination and defecation. 
On examination I found a closed cervix and an enormous hema- 
tometra. I punctured and washed out the womb thoroughly 
and congratulated myself upon the probable complete recovery. 
A week later there was high fever with septic symptoms, evi- 
dent abdominal and pelvic inflammation. On examination I 
detected enlarged tubes, which could not be reached when I 
tapped the womb because they were so high in the abdominal 
<5avity. I opened her abdomen, but she died of septic perito- 

> ** Zur Lehre von den angeborenen und erworbenen Verwjachsungen und 
Terengerungen der Schelde," etc., Berlin, 1895. (One hundred and seventy-six 
<aBes,) 
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nitis. Had I operated first upon the tnbes and then evacuated 
the ntems the case would have had a Buccesefnl issne. There^ 
was jost enough communication between the tubes and uterine 
cavity to permit of infection of the former's contents. The 
uterine orifices of the tubes were not lai^e enough to allow 
good drainage. The fluid leaked out drop by drop from the 
tubes into the uterine cavity — just fast enough to favor the 
spread of the germs of putrefaction to the collections in the 
tubes, but not enough to diminish the size of the large hema- 
tosalpinx that I found on both sides when the abdomen wa& 
opened. I shall make it a rule of practice in the future to 
open the abdomen in any ease of atresia of the genital tract 
with hematocolpos or hematometra in which I am at all doubt- 
ful as to the condition of the tubes — that is to say, in the 
majority of cases, for all of us who have seen many of these 
cases know how difficult it is to determine the condition of the 
tubes by rectal examination before operation or by vaginal ex- 
amination afterward. 

Db. Shokmakeb. — Owing to the difficulty of ascertaining- 
prior to operation which organs are dilated to form the sac, 1 
think that the wiser plan would be to drain from below all that 
it is possible to remove, and then by bimanual examination de- 
termine whether the tubes ate emptied or not. The results of 
section afterward would be likely to be more satisfactory, since 
the complication of the enormous distention of the vagina or 
uterus would be removed. 

Db. Noblk. — ^As Dr. Hamill asks for an expression of opinion 
from each of us, I may say that it seems to me that the experi- 
ence of all of us is rather restricted in this class of cases. They 
are very rare. So far as my owo recollection goes, I think I 
have only seen one out of the many cases of pelvic disease which 
have come under my notice. That was a case due to an imper- 
forate hymen. The case was sent to me as an ovarian tumor. 
A young girl of 17 or thereabouts had a sufficient accumulation 
of blood in the vagina, uterus, and tubes to make a lobulated 
tumor. It was very easy to make out three distinct tumors, one 
on each side and one in the centre. The hymen was excised 
and care was taken not to drag upon the uterus or tubes. By 
using asepsis the material drained away and she made a good 
recovery. I liave not heard from her since she left the hospital 
•in good condirioa, and I cannot give the ultimate outcome of 
the case, although I probably would have heard from her had 
the operation not given permanent relief. 

I think the experience of others, however, in the past haa 
shown that the majority of cases of hematometra and hemato- 
salpinx do well when drainage is instituted from below. The 
old authors state that occasionally the tubes rupture when 
drained from below. It is more likely that they did not rup- 



L 



OOLLEOK OF PHT8I0IAN8 OF PHILADKLPBIA. 77 

ture unless dragged on, but simply that septic trouble developed 
from infection as in the case of Dr. Hirst. 

It seems to me, however, the wiser plan is to drain from be- 
low as a first step. I am quite sure a smaller percentage will 
develop septic peritonitis when operated on from below than 
would do so if we did a major operation at the time. Ther^ 
: certainly is great risk of Sepsis in an operation to remove an 
enormous uterus containing menstrual blood, with enlarged 
tubes which would be present under these circumstances, when 
the diseased vagina must be left. I feel that the chances would 
be decidedly better by operating below and watching the cases, 
so that if bad symptoms developed a major operation could 
be done. 

Dr. Penbosb. — It seems to me the two plans of treatment 
should be adopted, one in case an accumulation of blood or fluid 
is contained aitogeth^ in the uterus, the other in case the va- 

fina itself is distended with an accumulation. In the latter 
rainage from below would be the safer plan. In the former 
case I think that hysterectomy for the hematometra would be 
as easy as hysterectomy for any other condition. 

The one case in which I had any experience was that of a 
woman with hematometra, who had also a hydrosalpinx fully 
as large as the Uterus, crowning the fundus, firmly adherent to 
the uterus, pear-shaped. In this case I removed the appendages 
and the uterus by abdominal incision and she made a very good 
recovery. 

Db. John B. Shober read a paper on 

OPERATIONS FOB BETBODISPLAOEMENT OF THE UTEBUS. 

Hart and Barbour classify the various operations which have 
been devised for retrod isplacement of the uterus under the fol- 
lowing heads : 

{a) Operation through the vagina, causing tension upon the 
cervix by cicatrization. 

(J) Operation upon the round ligaments to shorten them. 

{o) Operations to obtain peritoneal adhesions by tacking the 
fundus to the anterior abdominal wall until it becomes fixed 
there. 

Under the first head we have : 

1. Babinau's operation. He amputates the anterior cervical 
lip high up, and claims that the resulting cicatrization causes 
the uterus gradually to become anteflexed. He reports six 
cases, but they were not observed long enough to pronounce on 
the ultimate results. 

2. Mackinrodt, of Berlin, advocates sewing the fundus to the 
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vagina through a longitndinal incision in the anterior fornix. 
The objection to thig method is that it would result in a fixed 
anteflexion of an aggravated tjpe, and is, therefore, illogical 
and un»argical. 

3. Jamefi B. Hunter haa snggested sewing the cervix to the 
posterior fornix, thus keeping the fundus in anteversion. This 
is,, of course, applicable only in a freely movable and retroverted 
uterus without adhesions. It is evident that it would increase 
retroflexion and produce retix)flexion in an adherent retroverted 
uterus. 

4. The operation which is more to be condemned than any 
of the above — namely, that of Schiicking — is the one wliich 
suggested to the writer the operation about to be described. 
It has, however, already been suggested and practised by 
Dr. Fritz Baum, of Kansas City, who reports eight cases success- 
fully operated upon/ Schiicking passes a curved, guarded needle 
into the uterine cavity. The point is then extended so as to go 
thmugh the anterior wall of the uterus (presumably at a point 
below the fundus), the utero- vesical peritoneum, and the ante- 
rior fornix of the vagina. A thread is carried through and tied. 
At the end of ten or twelve days the thread is removed, suflS- 
cient irritation having been excited by it to cause adhesions in 
the utero-vesical pouch. He reports eleven cases in which per- 
manent anteflexions were produced. 

This method has no advantage over that of Mackinrodt, is 
open to the same objection, and presents an additional danger 
which is even a probability — that of piercing the bladder. All 
these operations result in what their advocates claim for them, 
namely, a permanent anteflexion. Anteflexion is a malposition 
often producing symptoms quite as annoying as uncomplicated 
retrodisplacements. This is, therefore, the serious objection to 
these operations. 

Under the second heading are to be considered the operations 
which depend upon the shortening of the round ligaments. 
These are two : 

1. The Alexander- Adams operation. This is only applicable 
in ciS2s of freely movable retroverted or retroflexed uteri 
without adhesions. The round ligaments are dissected up in 
each inguinal canal. They are then drawn upon until the fundus 
uteri is in normal position, and are stitched securely in the canal 
1 JouTJial of the American Medical Ajsociation, August 11th, 1894. 
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^gain/ Mund^ considerB this the most sacoessfu], tbe most logi- 
•ea), and tbe least dangerous operation. He reports sixtj-ftre 
eases with marked saccess as to immediate and permanent re- 
sults, succeeding in keeping the uterus in position for years aft^r 
the operation. Pregnancy with normal delivery followed in 
twelve cases, the uterus subsequently retaining the position 
in which it had been placed. In one case be examined the pa- 
tient in her fifth confinement following the operation, and found 
the uterus in its normal position. 

On the other hand, he mentions the following objections to 
the operation : " That it is an uncertain one, for one never knows 
when one Will find thick, strong, easily tractable ligaments, or 
ligaments which are thin, adherent, readily broken and can then 
no longer be recovered. This may be at times tbe fault of the 
.operator, but also at times of tbe anatomical structures them- 
selves, and no man can tell before be has opened the inguinal 
<;anal and found the ligaments whether thej^ will be thick or 
thin, weak or strong, easily sliding in their sheaths or adherent 
along their whole track. Besides, the operator has to keep his 
wits about him, or he will easily miss the pubic attachment of 
the ligament and then pronounce the operation a fraud. But I 
ean safely say that a failure to find the ligaments is always the 
fault of the operator ; the other accidents he is not responsible 
for." 

These objections are well founded on tbe experience of many 
•operators, and on account of them the operation has not gained 
that popularity which was expected for it. It frequently re- 
quires prolonged and careful dissection aQd is therefore tedi- 
ous. It is not free from danger, as deaths have been reported 
from it. 

2. Wylie^s method. This was designee! to meet the difficulty 
of adhesions. It consists of opening tbe abdomen, breaking up 
adhesions, shortening the round ligaments by doublingf them 
upon themselves, sewing the doubled surfaces together and to 
the peritoneal covering of the uterus. The method is also ap- 
plicable to cases where celiotomy has to be performed for other 
eauses. Polk, Dudley, and Mann have practised this method 
and all speak highly of it. Its chief objection is the necessity 
for celiotomy. 

Under the third heading we have those operations which are 
' Keating and Co«, CliDical Qynecology, 1895. 



80 TEAN8A.0TION8 OF THE SECTION ON GYNECOLOGY, 

designed to bring about adhesions between the fundus uteri and 
the anterior abdominal wall Various methods have been tried. 
The great objection to them all is the necessity for celiotomy, and 
in the writer's opinion they are not justifiable unless it is necessary 
to open the abdomen for other purposes, such as breaking up 
adhesions or the removal of diseased appendages. It will suffice 
to mention the following : After removing the uterine appen; 
dages, fixing one or both pedicles into the abdominal ii^cision j 
stitching the roupd ligaments to the abdominal wall ; and Leo- 
pold's method, which is decidedly the best, of carrying two or 
three of the* sutures used to close the abdominal incision also 
through the upper anterior aspect of the fundus. 

Another method of supporting the retrodisplaced uterus after 
celiotomy may be mentioned here. A glass drainage tube ia 
passed into the pouch of Douglas. It acts as a support to the^ 
uterus, and the resulting adhesions are relied upon to keep the 
uterus in place. Polk records four cases in which he did this, 
and Koltz used the tube in addition to fixing the pedicle of the 
uterine appendages in the abdominal incision. This method can 
be looked upon only as crude and unsurgical. 

Leopold's operation is the one which commends itself most 
strongly when celiotomy must be performed. Mund6 urgee 
two objections to it : first, the danger always inseparable from 
abdominal section; and, second, that an organ of the body 
which is naturally movable is thereby immovably attached to 
the anterior abdominal wall. It has been claimed that it re- 
sults in painful pregnancy and abortion. The first . objection 
will always hold. A few modifications in the technique of the 
operation suffice to overcome the second. Leopold scarifies the 
fundus, in order thereby to obtain strong adhesion between it 
and the abdominal wall ; and, furthermore, the sutures which 
fix the uterus pass entirely through the skin, fasciae, muscle, and 
peritoneum. Both of these procedures are objectionable. It i| 
not desirable to obtain firm adhesion of the fundus to the ante- 
rior abdominal wall, because the uterus would be elevated out 
of its normal position and fixed there. Under such conditions 
abortions following pregnancy are not to be wondered at. The 
following method of performing this operation is now employed 
by most operators and meets the objections : 

Avoiding any traumatism to the fundus except that caused 
by the needles, one or two sutures are passed through part of 
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therectusmascleand peritoneum on one Bide, then into theposte- 
rior aspect of the fundus, taking care that the needle emerges 
on the fundus at least a quarter of an inch from its point of 
entrance. The needle is then brought out through the perito- 
neum and part of rectus muscle on the other side. This is 
done as low down and as near the lower angle of the incision as 
possible. Care is taken not to include the fascia of the rectus in 
these stitches. The result of catching the uterus on the poste- 
rior aspect of the fundus is to throw it wqU forward into a com- 
paratively normal position. The advantage of not scarifying 
the fundus, and of including only peritoneum and a few fibres 
of muscle in the fixation sutures, is that in time the uterus sinks 
by the stretching of both the uterine and parietal peritoneum, 
thus forming a ribbon-like adhesion which suspends the uterus. 
The uterus is then not only slightly tiltfed forward, but has sunk 
into its normal positron. 

Within the past year the writer has assisted Dr. Penrose in 
two operations in each of which the above condition was found. 
The first case was one which required hysterectomy for tuber- 
cular disease one year after the ventrofixation. The ribbon-like 
adhesion was about two inches in length, and broader at its 
points of attachment to the fundus and abdominal wall than 
at the middle where the stitches were found encysted. The 
uterus lay in a normal position. There were no other adhe^ 
sions. In the second case the patient required oophorectomy 
for cystic disease six months after the fixation operation. The 
band was about one inch in length and as thick as a lead pencil. 
There were no other adhesions. 

Passing thus hastily in review these various operations, we 
note that they may be broadly classified under two heads : 

1. Those operations in which celiotomy is necessary, and 

2. Those in which celiotomy is not necessary. When celiot- 
omy is necessary the modified Leopold operation is our choice. 
When celiotomy is not necessary the li.lexander- Adams opera- 
tion is most to be commended. 

All will agree that an operation for the restoration of a retro- 
displaced uterus which is free from the objections of the ope- 
rations mentioned above and which shares their advantages 
is greatly to be desired. Theoretically the operation about 
to be described should meet these requirements. It is appli- 
cable not only to cases of non-adherent retrod isplaced uteri or 
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wben the adhesions are so fjndl that tbej caa be broken by gen- 
tle vaginal cnaasage, bat aUo in taaes where it may be found 
neceaaarj to open the posterior fornix to facilitate the freeing 
of adhesions. It is indicated, therefore, whenever the opera* 
tioBsof Babinau, Mackinrodt, Hanter, and Alexander are jns- 
tafiable, and in many eases where Leopold's operation would 
Oitherwise be indicated. It is as follows: A one inch or a 
one half inch incision is first made in the abdominal wall about 
one and a half inches above the symphysis pubis. It is immate- 
rial whether this incision be perpendicular or horizontal. Care 
should be taken not to carry the incision deeper than just through 
the superficial fascia. The incision is then packed with anti- 
sef>tic gaaze and the patient placed in the dorsal position. The 
next step is to fully dilate the cervix and thoroughly curette the 
uterus, paying special attention to the fundus. 

The cavity of the uterus should then be carefully disinfected 
with a 1 : 4000 or 1 : 2000 solution of bichloride of mercury and 
subsequently douched with distilled water. The patient is then 
placed in the Trendelenburg position, and, the legs being held 
apart by an assistant, the operator introduces a long canula into 
the uterus until the fundus is reached. With this instrument 
the fundus is pressed against the abdominal wall immediately 
opposite the abdominal incision. Through the canula a long 
needle, eyed at the point, is then passed and made to pierce the 
fundus, parietal peritoneum, rectus muscle, and deep fascia. 
The needle is then threaded with strong catgut or kangaroo 
tendon and the suture drawn through to the month of the 
canula. ' The needle, now armed, is again carried through the 
sajaae structures as before, taking care to pierce them at a point 
about a quarter of an inch away from its first path. The suture 
is now drawn out of the eye of the needle, which with the 
canula is laid aside. The two ends are now tied, a small nick 
first being made in the deep fascia in order to bury the knot, 
and the superficial fascia) incision closed. Sy burying the suture 
below the deep fascia we are more apt to obtain the ribbon-like 
adhesion referred to in the modified Leopold operation. If 
thorough asepsis of the uterus is obtained, no trouble should 
arise from the exposed portion of the suture in the uteri&e 
cavity. The vagina should be packed with sterile gauze, which 
should be removed in twenty-four hours, and bichloride vaginal 
douches given twice daily for three or four days* 
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It may be objected that there is grave danger of wonndifig 
intestine. But it mnst be remembered tliat the operation is de- 
signed only for cases where there are no adhesions and for those 
cases where they have been broken up by massage ; that the pa- 
tient is placed in the Trendelenburg position, which favors the 
falling away of the intestines from the uteras ; that under deep 
anesthesia and through the superficial incision the fundus of the 
uterus should be easily felt impinging on the abdominal wall. 

The great advantage claimed for this operation is that, without 
celiotomy, it accomplishes the same results as the naudified Leo* 
pold operation— numely, the formation of a ribbon -like adhesion 
or suspensory ligisfiieitt whieh will allow the uterus to find its 
nornaal anatoaiieal position. 

The Trendelenburg position is not necessary if the operator 
prefers to open through the posterior fornix. The finger can 
th<?n be used to break up adhesions and also to keep the intes- 
tines out of the way while introducing the suture. There can 
be no objection to employing two sutures, if deemed expedient. 

Dr. Baum' calls the operation gastro-hysterorrhaphy. The 
name is misleading and does not describe the method. The 
writer suggests for it intrauterine ventrofixation. 

Baum's technique is practically the same as that described, 
except that he uses a rather complicated instrument called a 
uterine ventrofixator. " It consists of a hollow tube, like a big 
uterine sound. Within this there is a piston-like rod with a 
handle at the outside, and two needles threaded to one thread at 
the end inside.^' With this instrument he is able to pierce the 
fundus and with one thrust place his suture. 

Dk. Noble. — ^This subject is such a large one that we might 
very profitably spend an evening on its discussion. There are 
various aspects to the paper, the first one being historical. 1 
confess I was surprised at the historical references, more espe- 
cially by the omissions. In the first place, in our own country 
there is no one who has done so much for this operation as Dr, 
Kelly. It is very well known that Dr. Kelly and Dr. Olshansen 
developed, although independently of each other, the operation 
of ventrofixation, hysterorrhaphy, or suspensio uteri. Credit 
should have been given to these gentlemen. Dr. Leopold's 
work is certainly much later than that of his fellow-countryman, 
Dr. Olshausen. 

So much for that aspect of the question. So far as the term 
ventrofixation is concerned, for my own part I think it is a mis- 
> Journal of the AinericaD Medical Association, August llth, 18ft4. 
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nomer. It mattera not whether the uterus is scarified or not 
scarified ; it is only a question of a few months until the uterus 
is not fixed. Any one who has examined a case of ventrofixa- 
tion a few months or weeks later has discovered this same rib- 
bon-like band which Dr. Shbber has attributed to the fact that 
the uterus is not scarified. I have been doing this operation 
without scarifying for at least five years. In my own operation 
the sutures which hold the uterus take part in closing the ab- 
dominal wall. I use a series of silkworm-^ut sutures, beginning 
at the aponeurosis, which remain buried. A superficial row 
closes the skin. The point of not scarifying the uterus is an 
old one and has been shown in practice not to lead to any 
different results from those obtained by scarifying. 

As to the point that abortions follow the operation, so far as 
my own experience is concerned, I have had only two patients 
to become pregnant after the operation was done. One was 
confined at full term, after some difficulty with the labor, under 
Dr. Norris. The other patient, when I last heard from her, was 
six months pregnant. Keither has aborted. There are nume- 
rous cases on record in .which the patients have gone to full 
term after this operation," and very few cases in which abortions 
have been reported, and, as abortions occur in women who have 
not been operated upon, perhaps these cases were mere coin- 
cidences rather than illustrations of cause and effect. This 
objection to the operation is a relative one rather than an ab- 
solute one. 

Another point in the paper was the use of ventrofixation, or 
hysterorrhaphy, in cases in which the uterine appendages were 
removed — an operation which all of us have done many times. 
During the past year, in cases in which it has been necessary to 
remove the appendages and when there was also an adherent, 
retroflexed uterus, I have adopted the method of removing the 
body of the uterus at the same time. Under these circum- 
stances it adds little if anything to the risk of the operation. 
In this way we get rid of the corpus uteri at the same time that 
the appendages are removed, and by closing over the oozing 
surfaces, where adhesions have been separated, by the bladder 
peritoneum, very often can close the abdomen without drainage 
when otherwise a tube would be indicated. This is better than 
to fix the uterus after removing the appendages. 

The next question is the proper method of treating cases of 
movable, retroverted uteri. My own opinion and practice has 
been, in a good number of these cases, that it is not necessary to 
operate at all. I have seen — all of us have seen — many cases of 
retroversion without any symptoms whatever. The uterus is 
small and there is no necessity to treat it at all. Where it is 
necessary to treat these cases a considerable number of them 
can be managed satisfactorily with a pessary. Where neither 
of these methods can be used I myself feel that the shortening 
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of the round ligaments is the most desirable operation. My 
experience makes me favor this more and more, especially in 
young women who are likely to become pregnant. This opera- 
tion certainly leaves the uterus in a better condition for gesta- 
tion than does suspensio uteri. 

The objection alleged by the author — namely, that the liga- 
ments cannot always be found — is valid. Edebohls has shown 
that it is not always the operator's fault if the ligaments are not 
found. At the last meeting of the American Gynecological Soci- 
ety in Baltimore he reported two cases in which, failing to find 
the ligaments in the inguinal canal, he opened the abdomen and 
found that instead of going into the inguinal canals they ran 
into some other point; although I cannot remember exactly 
where he found them, at all events not inserted in their normal 
position. I remember the first operation of this character I 
attempted. I failed to find the ligaments, and I thought it was 
a very bad operation when I could not find what I was looking 
for. After having had that experience I went to see men ope- 
rate who knew how. I have never since failed to find them. 
It is a very good operation, but, so far as risks are concerned, I 
think it is no safer than hysterorrhaphy. In a number of the 
45ases in which I have done the operation I have opened the 
peritoneum on both sides. It is very hard not to open it, in 
some cases, when the round ligaments and the peritoneum are 
firmly attached. In these cases it is very easy to break through 
the peritoneum in stripping out the ligament, and in that way 
to open it. But we all know this is a very small matter, and in 
none of my cases have any bad effects followed. As to the 
jBtandpoint of avoiding opening the peritoneal cavity, I affirm 
that every man who shortens round ligaments will open in a 
certain percentage of cases. 

Finally, the operation Dr. Shober speaks of is about forty 
years old — at least in its conception. The operation was in^ 
vented by the late Dr. Sims. He went so far as to have instru- 
ments made and to have his patient prepared, when his courage 
failed him and he did not do it. The fear of the peritoneum 
was too great. Any one interested in looking up the literature 
will find that he broached the operation, went so far as to get 
ready to do it, and then backed out. So it is an old idea. 

It seems to me the question of avoiding abdominal incision is 
a very small one. In the hysterorrhaphies I have seen, hernia 
has played no role, and, as that is the only real objection to 
opening the peritoneum in these cases, I do not see anything to 
be gained by the proposed procedure, to say nothing of the risk 
of wounding bowels. 

The operation proposed is certainly a very ingenious one, but 
I do not think it adds to our practical ability to deal with these 
cases. It seems to me, also, though experience only will deter- 
mine this, that there would be a considerable number of cases in 
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which the ligatares wo aid become infected from the uterine 
cavity and eventually work their way out. 

Dr. Montgomery. — In going to the American Medical Asso- 
ciation of 1894 I stopped at Kansas City and had the privilege 
of meeting Dr. Fritz Baum, who invented the needle which I 
show you, for use in the operation spoken of by Dr. Shober. 

The instrument consists of two needles which are pushed out 
by a central piece. After the preparation of the uterus, as has 
been mentioned, the fundus of the uterus is pressed against the 
abdominal wall, when this is thrust through. He used a silk- 
wormgut suture. The instrument was threaded, drawn back, 
and then, when thrust through the abdominal walls, carried with 
it the two ends of the ligature. These were removed from the 
eyes of the needles and the instrument withdrawn, leaving the 
suture in place. An incision was made over the abdomen be- 
tween the two points, thus burying the suture as has been sug- 
gested by Dr. Shober. 

At that time Dr. Fritz Baum had done two operations, and 
both of these, he said, had resulted very well. The only thing I 
feel about such an operation is that it is done in the dark ; there 
is a possibility of intestine being caught or of penetrating the 
bladder iu this method of procedure, and there is not suflicient 
advantage gained by the operation over making the abdominal 
incision for ordinary ventrofixation. 

As regards the operation of ventrofixation in comparison with 
that for shortening the round ligaments, when we consider that 
the former requires but one incision, in the latter the peri- 
toneum may be wounded in two places ; that we are not always 
certain in regard to the ligaments, whether they will be thin, slip 
easily in the groove, are adherent, easily broken, and the pos- 
sibility of infection occurring; the ligament coming loose and 
slipping back — it is situated in a tract exceedingly diflBcult to 
treat otnerwise than by the abdominal incision, and even then a 
very complicated condition — it seems to me preferable to do the 
operation of ventrofixation. 

Dr. Baldy. — Dr. Montgomery has covered thoroughly well 
the value of hysterorrhaphy over the Alexander-Adams opera- 
tion. It is admitted that we are very apt to open the peritoneal 
cavity in many cases, and this objection against hysterorrhaphy 
in comparison with the Alexander- Adams operation must fall. 
There is no question that you cannot make your diagnosis suflS- 
ciently accurate to be certain, in the Alexander- Adams opera- 
tion, as to the condition of the appendages. I question whether 
a correct diagnosis can be accurately made by any one as to 
whether adhesions exist. I have repeatedly had occasion to open 
the abdomen, thinking there was not an adhesion, and just as 
repeatedly have been disappointed. Though this statement may 
sound exaggerated to some, those accustomed to doing abdomi- 
nal operations will recognize its truth. The man does not exist 
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-who can diagnose all cases which come into his hands with ab- 
solute certainty. If he does not diagnose correctly and does the 
Alexander- Adams operation, the result will be a failure. In my 
own work I have not the slightest possible use for the proce- 
dure. 

There is a point as regards hysterorrhaphy to which Dr. Baer 
called my attention — that is, that hernias are liable to follow 
the operation of ventrofixation or suspensio uteri, whichever 
you choose to call it. The objection to hernia is an inhe- 
rent one in all abdominal incisions. Dr. Baer tells me of a 
woman on whom I did ventrofixation, six months pregnant. 
She has an abdominal hernia. It flashes across my mind that 
this operation perhaps does predispose to this condition. The 
uterus is fixed at a certain point, and it will lose what movabil- 
ity it has as it grows in size. It will impinge on one point (the 
lower part of the incision) as it increases in size, and will, I be- 
lieve, predispose to hernias. This is the first case of hernia fol- 
lowing this operation which has come to my attention. 

As to the operation proposed in which the ligature is passed 
4S0 that it shall come out into the uterine cavity, I can imagine 
no more faulty procedure ; it is almost absolutely certain that it 
will become infected. I cannot conceive where a ligature pass- 
ing through a part of the uterine cavity itself must not have 
disastrous consequences so far as the patient is concerned. This 
procedure is to be avoided. 

As to a band forming, the thin, narrow band being due to 
the non-scarification of the uterus, I can say that the idea is a 
mistaken one. I have very frequently been in the habit, and 
mostly of late, of not scarifying, mostly because I forget to do 
«o. I started out several times to do ventrofixation, got the su- 
tures in and forgot to do scarification, and found that the cases 
do as well afterward as if scarification had been done. In one 
•case, at least, in which scarification had been done, I found sub- 
sequently the same band as when scarification had not taken 
place. There is no radical difference. The suture going 
through the peritoneum of the uterus and the abdominal wall 
is certainly sufficient to cause irritation for adhesion. Observa- 
tions made in a number of cases show this to be universally true. 

The objection is made that the uterus is fixed and that the 
pelvic organ is made an abdominal organ. Primarily it is made 
An abdominal organ. Secondarily it goes back to its normal 
position and becomes a pelvic organ, and there is no more lift- 
ing of the uterus than before operation. The adhesion simply 
stretches out in a long thin hand, and by that the uterus is se- 
cured so that it will not tilt over too much in any direction. 
The uterus is simply held suspended by a string. It may be 
stated as a fact that in examining the majority of these cases by 
vagina, if you did not know there had been ventrofixation you 
would not suspect adhesions. This again shows the difficulty 



88 



TKAN8A0TION8 OF THE HBCTION ON GYNECOLOGY, 



of diagnosing abdominal adhesions. These cases do not abort. 
I know of half a dozen or ten who have gone on to full term^ 
If they have gone six months safely they will probably go the 
rest of the way safely. The majority are delivered jnst as easily 
as if there had been no ventrofixation ; in fact, two cases I have^ 
in mind had very difficult labors before operation, bnt, after 
ventrofixation, at their next pregnancies they had little trouble. 
This may be a mere coincidence, bnt at least it goes to show 
that the chances of pregnancy do not militate against the 
operation. I believe that is the experience of at any rate a 
large nnmber of men who I know have had experience with thi& 
operation. 

Dr. Shoemaker. — There is a great difference in the method 
of doing the Alexander operation, which affects the decision aa 
to its employment. For example, Dr. Edebohls, Who has origi- 
nated one. of the best methods, slits np the entire inguinal canal 
on both sides, exposes the peritoneum, draws up each comn of 
the uterus directly against the finger by means of the round liga- 
ment, then sews up the whole inguinal canal with buried silk- 
worm-gut sutures. Those who have seen him do this will ap- 
preciate that for a so-called simple procedure it is quite «u 
formidable operation. The risk in that method is of double 
hernia instead of single hernia, while there is no less risk ta 
life than in ventrofixation. However, there are occasions when 
shortening the round ligaments is called for, but, to judge from 
past experience since deciding to use either operation as indi- 
cated, 1 find I have done suspension of the uterus at least ten 
times where I have done the Alexander operation once. The 
reason is that the Alexander operation seems to be only indicated 
in those cases of retroversion without much descent where you 
do not get enough support from the perineal restoration, and 
where you have uterus, tubes, and ovaries absolutely free fron^ 
adhesions. Oases of that description which call for any opera- 
tion at all are not very abundant to my mind. It is the ova- 
rian prolapse accompanying the retroversion which causes many 
of the svmptoms. One needs the help of a hand in the abdo- 
men to detect minor adhesions, which must be freed, especially 
from the ovaries, to make a good result. 

Dr. Elchard 0. Norris. — I have just entered the room and 
therefore have not heard the paper which has been read. Bear- 
ing upon the subject being discussed, I wish to report to the 
Society a very interesting and complicated labor due to a ventro- 
fixation. This patient had been operated on by Dr. Noble and 
came to the Preston Retreat for her confinement. After sev- 
eral hours of ineffectual labor pains I examined the patient and 
was surprised to find what at first appeared to be a uterine 
fibroid resting above the symphysis pubis and seriously ob- 
structing the pelvic inlet. The true character of the tumor 
was made apparent when I recognized that it alternately hard- 
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^ned and relaxed with each recurring uterine contraction. Th« 
buried silkworm-gut stitches of the ventrofixation were plainly 
felt through the abdominal wall at the upper margin of the 
mass of hypertrophied muscle. It was apparent that the ante- 
rior uterine wall, fixed at the fundus by the suture, had practi- 
<5ally been folded on itself during its physiological hypertrophy 
throughout pregnancy, and now formed a tumor obstructing 
<ielivery. No presenting part was felt through the cervix. The 
patient was etherized and a careful examination was then made. 
The posterior uterine wall, which formed almost the entire ute- 
rine sac, was so thinned that the intestines, containing fecal 
masses, could readily be felt by the hand in the literus. Kealiz- 




Pregnancy following ventroflzatioD. Labor obstructed by fl&atlon and hypertrophy of 
the anterior uterine wall. A, position of buried silkwonn-gut sutures ; B, anterior lip of 
cervix ; C, posterior lip of cervix. 



ing the imminent danger of rupturing the uterus, the position 
of the child was carefully determined. Its head was high on 
the left, occupying the region of the mother's spleen. The 
child's breech lay in a depression between the upper margin of 
the mass of muscle and the upper anterior uterine wall. The 
feet and legs were in contact with the anterior uterine wall. 

It was absolutely impossible, without violence, to carry my 
hand around the obstruction and grasp a foot, or to dislodge the 
breech from the depression in which it was resting. Kealizing 
the danger of rupturing the uterus, cephalic version was cau- 
i;iously performed and the head was crowded between the sacral 
promontory and the obstructing mass of muscle. A very high 
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application of Tarnier's forceps enabled me to deliver the child ^ 
when I discovered that the umbilical cord had been compressed 
between the child's head and the mass of mnscle above the 
symphysis. The infant, in consequence of this accident, per- 
ished. The patient's puerperinm was normal. The utems in- 
voluted properly and remained fixed to the anterior abdouiinal 
wall by the silkworm-gut sutures. The patient suffered from a 
diastasis of the recti muscles, that formed a large hernia ex- 
tending into the line of the abdominal incision, and she is now 
wearing an abdominal binder. While this case is not unique, a 
few others having been recorded, in some of which rupture of 
the uterus has occurred, it is important that such cases be re- 
corded and that the possibility of a complicated labor should 
be borne in mind as a remote danger of ventrofixation secured 
by buried, non-absorbable sutures. 

The accompanying figure illustrates the obstruction occa- 
sioned by the imprisoned and hypertrophied anterior uterine 
wall. 

Db. Davis. — Incases where the uterus remains firmly attached 
to the anterior abdominal wall, abnormal thinning of the oppo- 
site wall can scarcely be avoided as pregnancy progresses. Re- 
cent obstetric literature includes the report of a case where rup- 
ture of the uterus occurred during labor. In the shape and 
contour of the uterus the case resembled that described by Dr. 
Norris. In performing the operation of suspension of the ute- 
rus it is well to leave, if possible, no sutures. In operating a 
year ago upon an obstinate case I passed double silkworm-gut 
sutures through the abdominal wall and uterus, and brought 
them up upon each side, and fastened them with lead platen 
and shot without tying them. The abdominal wall was brought 
into apposition, but not as closely as when sutures are tied. 
This patient has been relieved of her disability, the scar over 
the uterus being a little broader than where the incision is closed 
by tying the sutures. The uterus is freely movable and does 
not lie against the symphysis nor in Douglas' cul-de-sac. In 
view of possible pregnancy it is well, in operating, to leave the 
womb in as freely movable a position as possible. 

Dr. B. F. Babr.— The case of hernia which Dr. Baldy has 
just referred to is the only one that I have seen following ven- 
trofixation, but Dr. Norris reports another, operated on by Dr. 
Noble. In addition Dr. jNorris states that the labor was com- 
plicated as a result of the fixation to the abdominal wal]. Now, 
these are serious objections to ventrofixation ; the same objec- 
tions also apply to the Alexander operation. Both fix the ute- 
rus, and that is unnatural. As between the two I favor ventro- 
fixation, because I always like to open the abdominal cavity 
when I have to deal with retroflexion of the uterus. The organ 
is often adherent and the appendages diseased even when thev 
appear otherwise. Then I believe one short incision through 
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the linea alba to be less objectionable than the two which are 
necessary for the Alexander. Bat neither of these operations 
is scientific, because both^ an or^an which should be mobile. 

The best operation for retroflexion, in my opinion, is a com- 
bination of the Wylie and Pryor methods — that is, shortening 
the round ligaments and then suturing the anterior surface of 
the uterus to the bladder. Of course this operation will not do 
if it is desired to compel the uterus to remain out of the pelvis 
or in an anteflexed position ; that, however, is not only unneces- 
sary but is at times positively injurious. The uterus is a very 
mobile organ and easily maintains the normal position if the 
normal condition of the organ is restored. 

Dr. John 0. Da Costa read a paper on 

LAKOE FIBROMA OF ANTERIOR VAGINAL WALL. 

Tumors of the vagina are so rare that Dr. Arthur H. N. 




Fio. 1«— Fibroma of anterior wall of vagina. A, sound in urethra ; B, erosion due to 
friction* 

Lewers * states that Hart and Barbour say '^ that up to that time 
only thirty-seven cases are reported in the whole literature." 

He was then reporting a case of fibroma of anterior vaginal 
wall " which measured one and one-half inches in antero-poste- 

* Transactions of the Obstetrical Society of London, 1887-88. 

* Ibid., vol. xxix., p. 299. 
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rior measare and one and one-quarter inches in transrerse 
measare. 

Dr. Alfred H. McClintock * in 1845 reported a large tnmor 
of anterior wall wjiich measured five inches in circumference. 
He ligated it with fishing line around base. It took four weeka 
altogether to remove it. There was slough and hemorrhage, 
and a small part of the urethra sliced oflF by the ligature. 

Mr. Paget,* of London, reported in 1861 that he removed a 
tumor " as large as a hen's egg from the anterior right wall." 
The tumor was shelled out. Recovery. 

Dr. Meadows,' of London, in 1868-69 removed one as large 
as a turkey's egg. He used an ecraseur. The patient died a 
few days after. 



\ 




y 



After operation. 

Dr. J. C. Moore,* of St. Louis, Mo., took out one in 1885 as 
large as a California pear. He dissected it out and packed with 
carboHzed gauze. 

Dr. Horatio R. Storer,* of Newport, R. 1., in 1886 removed 
a large tumor of the vagina — probably the largest heretofore 
recorded — with ecraseur, and then by stretching the anus and 
pushing it out. 

Prof. A. R. Simpson • in 1887 or 1888 took out a tumor " as 

* The Medical Times, London, vol. xiii., p. 473. 

* Medical Times and Gazette, London, 1861, vol. ii., p. 161. 
•Transactions of the Obstetrical Society of London, 1868-9, voL x., pp. 

141^148. 

* St. Louis Medical and Surgical Journal, 1885, vol. xlviii., pp. 125-127. 
» Virginia Medical Monthly, 1886-87, vol. xiii., pp. 793-797. 

* Transactions of the Obstetrical Society of London, 1887 -88, vol. v., pp. 
A 21-1 24. 
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large as two fists" "rooted along the entire anterior vaginal 
wall, upper two-thirds of urethra, and part of trigone of blad- 
der, to an extent in all of about five inches." 

The patient upon whom I operated was a Pole, aet. 40, who 
came into the Jeflferson Medical College Hospital with a large 
tumor separating and projecting beyond the labia. A short ex- 
amination showed that it started just in front of the cervix 
on the anterior wall of the vagina; that it extended along the 
whole anterior wall to and even beyond the end of the ure- 
thra, and part of the way down on each side of the vagina. 

It was dense, and yet in places elastic, feeling something 
like a thick-walled cyst, but on incision was fonnd to be a 
fibroma. 

The measurements of tumor before operation were: antero- 
posterior measure, six and one-half inches ; transverse measure, 
four inches. 

It was quickly shelled out with knife and fingers. Only one 
artery needed to be tied. The large flaps that were left were 
<?ut off wHh scissors, the bed scraped with a sharp curette, and 
the incision closed just as in the operation for cystocele. 

There were no symptoms after operation. Jn eleven days the 
stitches were taken out. There was perfect union from end to 
end, and a few days after the patient went back to the coal re- 
gions, well. 

The two photographs show well the condition before and 
after operation. 

The black sound placed in the urethra shows its direction and 
Low the tumor extended even beyond its opening. 

The dark spot on the tumor is the erosion caused by friction. 

Db. Da Costa presented also a paper on 

THS WORK OF THREE SUMMER MONTHS. 

As an evidence that the summer work is not entirely devoid 
of interest, I report to the Section a brief sketch of three 
months' work during the dull season this summer. 

The cases are not as many as some of the Fellows may have 
had, but a few of them are of special interest, showing, as they 
do, very serious conditions, without the ordinary symptoms by 
which we diagnosticate disease, and some indeed with symp- 
toms that womd rather lead one astray. 

The number of operations was seventy eight, or an average 
of one for each week day. They comprised among them the 
large fibroma of the vagina, report of which has just been read ; 
twenty- three celiotomies, and fifty-four other operations for 
various diseases, as follows : 

Cervix, amputations of 7 

Celiotomies 28 

Curette ment for various disorders, as endometritis, metrorrliagia, 
menorrhagia, results of abortion, etc . . 21 
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Fiisure of anus 1 

Fibroma of anterior vagiDal wall 1 

Gystocele 8 

Hematoma of labium 1 

Perineorrhaphy * 

Polypi (large) of uterus ; 4 

PeMc hematocele (opened through vagina) 1 

Sessile tumor of the urethra 1 

Trachelorrhaphy 6 

Total 78 

Among the celiotomies were the following singular eases : 

E. S., 8Bt. 46. Menopause in June, 1894, after which she had 
considerable paroxysmal pain in the right inguinal region, which 
lasted until November, 1894, when she noticed a lump in the 
right groin. When she presented herself six months after she- 
was free from all pain except a constant one immediately be- 
low the liver. A large mass (movable) could be felt on the 
right side, and the diagnosis was made of a cyst of the right 
ovary. As she was excessively fat she was kept under treat- 
naent for about three weeks, to reduce her ; and during all the 
time temperature was normal, and no symptoms noted except 
the pain under the liver. The abdomen was opened (belly wall 
three and one-half inches thick), and an abscess of the right 
ovary, as large as a child's head, removed. As adhesions were 
many, a glass drain was used for two days. 

Recovery was uneventful, and the liver pain disappeared 
after operation. The symptoms here gave no indication of the 
real trouble. 

A. D., set. 28. This patient was brought into the hospital 
with the statement (afterward found to be false) that she had 
been freely purged that morning. 

Her only symptoms were constipation, nausea, and vomiting 
of a little bile and of the food taken into the stomach. There 
was no fecal matter in the vomit. Pain in the left groin, but 
none on the right side. Temperature before the operation did 
not go above 99°, and ran generally a little below 98^°. 

The abdomen was somewhat distended, being more so on the 
right side than on the left ; somewhat tympanitic, but not tender. 

Within three days of seeing her she was operated on, and she 
proved to be the worst case of " general suppurative peritoni- 
tis" I have ever seen. When the abdomen was opened pus 
gushed out, followed by the colon, which burst open from its 
own rottenness. Everything was adherent and matted together. 
As the adhesions were broken up the woman passed flatus while 
on the table ; and after handf uls (literally) of pus and great , 
pieces of lymph were taken out, the cause of the trouble was 
found in the appendix, which had a slit three-quarters of an 
inch long in it. The slit in the colon was sewed up, the abdo- 
men washed out, and the wound closed. She did very well for 
two days, and had two bowel movements of solid, formed stools 
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the day after the operation. Some sixty hours after the opera- 
tion she became slightly delirious, sank quickly, and died within 
twenty-four hours. 

Here was a very grave case without the symptoms to guide 
us. 

J. B., set. 22. This patient presented herself with a history 
of dysmenorrhea. Examination showed endometritis, with 
slightly enlarged tubes and ovaries, and a lump as large as a 
walnut in the middle line of the abdomen about two inches 
above the pubis. She was extremely thin and the contents of 
the pelvis and abdomen could be very clearly outlined. She 
was curetted preparatory to a celiotomy to be done a week later. 

Three days after curetting she complained of pain in the 
right side and her temperature shot up from normal to 101*^* 
The next day, as it kept up, I examined her and found a large 
mass on the right side. She was opened within two days, and, 
after a large amount of black blood had been removed, the 
cause was found to be in the right tube with a slit half an inch 
long in it. The operation and the microscope showed ectopic 
gestation, and the hard lump in the middle line was an alveolar 
sarcoma of the omentum. 

Here was a case of tubal pregnancy, rupturing before our 
eyes, without the symptoms we are taught to expect but gene- 
rallv do not find. 

E. S., set. 44. This case is remarkable only for the number 
of turns of the pedicle. The woman, except for the discomfort 
of the tumor, was well until ten days before operation, when 
intense pain set in and lasted. 

The operation showed a cyst of the right ovary about aa 
large as a seven months' pregnancy. The pedicle was lon^, 
with three and one-half full twists in it. Adhesions were uni- 
versal. The intestines, where adherent, were much discolored 
and almost gangrenous. A piece of the omentum as large aa 
the palm of the hand, where it was adherent, was gangrenous, 
and the cyst also was gangrenous under it. 

These adhesions, as well as the twists in the pedicle, must 
have occurred within the ten days preceding the operation dur- 
ing which the pain was felt. 

Dr. E. E. Montgomery read a paper on 

THE VAGINAL ROUTE IN THE TREATMENT OF PELVIC INFLAMMATIONS* 

In presenting this paper I am fulfilling a promise made your 
body a year ago. During this time the importance of the sub- 
ject has been emphasized by the report of the work of Jacob in 
vaginal hysterectomy and the admirable paper by Henrotin, 
read in Baltimore, on "Vaginal Incision in Acute Pelvic Inflam- 
mation." The constantly decreasing mortality, with improved 
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teehnique of operative procedures through the abdomen, with 
the added facility for exploration by sight and touch, has caused 
the majority of pelvic surgeons to hesitate in the choice of any 
other course. Despite the brilliant results attained, however, 
it cannot be denied that the abdominal procedure has its limita- 
tions and its disadvantages. In every inflammatory process of 
the pelvis, as suppuration occurs, Nature guards the important 
peritoneal cavity by establishing an exudative barrier which 
not infrequently holds in restraint a large purulent collection. 
Abdominal invasion means that the provisional barriers shall be 
broken down, extensive adhesions separated, and the peritoneal 
cavity more or less soiled ; that subsequent drainage must be 
against gravity ; and that the patient must subsequently be en- 
dangered by the formation of unfortunate adhesions. 

Not infrequently it will be found that a pyosalpinx has rup- 
tured into the broad ligament, forming a large pus collection, or 
a broad-ligament abscess has occurred independent of or without 
tubal disease where the peritoneal cavity is free from involve- 
ment. To evacuate it through the peritoneum endangers in- 
fection of the latter ; to close the abdomen and incise through 
the vagina demonstrates the abdominal incision an unnecessary 
procedure. 

The vaginal operation consists in making an incision with 
knife or scissors through the posterior fornix of the vagina, tear- 
ing the broad ligament with the finger or blunt instrument until 
the intiammatory collection is reached, which is punctured with 
closed scissors and the blades separated as they are withdrawn, 
thus per?nitting the introduction of the finger. The cavity 
should be thoroughly irrigated with hot sterile water. Having 
cleared the cavity of pus and exudation, we proceed to the 
exploration of the opposite side of the pelvis. If the inflam- 
matory trouble is confined to one side we may content ourselves 
with packing the cavity with sterile or preferably iodoform 
gauze. It is important that the vaginal incision shall be free, to 
prevent the retention of secretion and secure free drainage. 
Should it be evident that both tubes are so diseased as to render 
their sacrifice desirable, the uterus should also be removed, and 
the vaginal route affords a favorable avenue for the procedure. 

When the operation is begun for the purpose of removing the 
uterus and appendages, the incision encircles the cervix, and 
from it an incision two centimetres in length on each side ia 
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made parallel to the posterior surface of the broad ligament. 
The tisenes are poshed and dissected off anteriorly and poste- 
riorly until the peritoneum is reached and opened. The dis- 
section can be greatly expedited by the judicions management 
of proper retractors. As the uterus in these cases is more or 
less fixed, the application of forceps to the broad ligaments over 
the uterine arteries, and the amputation of the cervix, will 
promote the ease of anterior or posterior eversion of the uterus 
and expedite the operation. 

With two fingers passed over or under the uterus, according 
to its eversion through the anterior or posterior fornix, the 
adhesions to tube and ovary or pus sac are separated and^the 
masses turned down so that a pair of forceps can secure the 
remaining portion of the ligament. The tissues are cut, leaving 
a stump next the forceps to prevent their slipping. The uterus 
now hangs by the upper half of one ligament. The uterus can 
be pushed aside, affording more space for the enucleation of the 
remaining tube and ovary, the ligament of which must be treated 
similarly to the first. The removal of the uterus should be 
followed by careful inspection for bleeding vessels, thorough 
irrigation of the cavity with sterilized water or normal salt solu- 
tion. Iodoform or sterile gauze should be carried over the 
internal ends of the forceps to protect the intestines from injury, 
and additional gauze is packed between and around the instru- 
ments within the vagina. 

The handles and external portions of the instruments should 
be wrapped with sterile cotton and gauze, which should be 
changed as frequently as it becomes soiled. 

The forceps may be removed in inflammatory cases at the end 
of twenty-four hours. The upper piece of gauze may remain 
four or five days. After its removal the parts should go undis- 
turbed for three or four hours, to permit the peritoneal surfaces 
to fall together and become agglutinated before resorting to 
irrigation. Subsequently irrigation should be practised twice 
or oftener daily for two weeks, or until the discharge ceases. 

The early incision of the vagina and broad ligament in acute 
infiltration of the pelvis cannot be too highly commended. The 
drainage afforded through a gauze pack will in many cases 
enable us to anticipate the formation of pus and avoid the con- 
sequent destruction or crippling of important organs. 

It has been objected to the vaginal method that it does not 
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afford the same opportunity to investigate the condition and 
complete the operation under the eye as in the abdominal pro- 
cedure. This objection is valid if we are contrasting it with 
the Trendelenburg position; but it should be remembered this 
position is not accepted by some prominent operators, and cer- 
tainly but little is gained over the vaginal method in the short 
incision and dorsal position as advocated by*Tait. Without 
doubt any inconvenience is more than compensated by the 
increased advantage. 

The procedure has also been opposed for the reason that in 
some cases we will not be able to remove all the diseased tissue. 
This is equally true in broad-ligament abscess by abdominal 
incision. 

Fortunately it is unnecessary to always remove all the inflam- 
matory tissue. If the pus pockets are opened, irrigated, and 
drained, Nature will take care of the remaining inflammatory 
products. 

The advantages of the vaginal route may be enumerated as 
follows : 

1. It permits us to explore, treat, and preserve organs which 
would otherwise be sacrificed. 

2. It promotes drainage from the most dependent portion of 
the pelvis, and enables the large peritoneum to be protected by 
plastic barriers. 

3. It enables us to remove the uterus and appendages with 
less danger and much more subsequent comfort than if the 
abdominal incision had been practised. 

4. The adhesions which Nature has provided to protect the 
vital organs are undisturbed, and consequently the patient is less 
likely to have subsequent obstructive symptoms. 

5. The convalescence is shorter and the patient avoids such 
annoying sequelae as abdominal sinus, painful cicatrix, weakened 
ventrum, and ventral hernia. 

Db. Baldy. — It seems to me a paper of this kind ought not to 
be allowed to go out of this Section without a discussion. The 
more I listen to papers on this subject the more I am convinced 
that it is faulty surgery. The vaginal hysterectomy cannot be 
compared with abdominal hysterectomy. Everything is against 
vaginal hysterectomy, barring hernia. I think the abdominal 
hysterectomists are not much afraid of hernias ; the percentage 
is very small. With that one disadvantage there are to be com- 
pared the disadvantages of the vaginal operation — that is, the tis- 
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tnlsB of the bladder and bowel tistulsB. There is not a promi- 
nent operator who has done a large number in which there has 
not been a large number of vaginal tistulse. There were ten in 
Jeeobs' series, there were ten or twelve in Segond's. S6gond 
has some ten, twelve, or fourteen bowel fistulsB, some incurable, 
some bladder listulse incurable. Jacobs had to remove the kid- 
ney for severed ureter. I do not know a single abdominal ope- 
rator who has one of these accidents. I speak only of the men 
who are worthy of being compared with the able operators on the 
other side. You have on one hand the hernia, on the other the 
miserable, incurable fistulse against the vaginal operation. There 
were several other points Dr. Montgomery brought out. He 
says by the vaginal route the tubes and ovaries or uterus are re- 
moved without breaking up the adhesions and opening the gen- 
eral peritoneal cavity — statements which are utterly without 
foundation in fact. If you remove these organs in pelvic in- 
flammations, without exception you will open the abdominal cav- 
ity ; you cannot remove the appendages and not open the ab- 
dominal cavity. This statement of the vaginal hysterectomist 
is a pure myth, and I do not believe the gentlemen who do the 
operation believe it themselves. Then they say a shorter con- 
valescence. Who wants to take a patient who is sick enough 
and has disease enough in her pelvis to demand a hysterectomy 
of any. kind, and allow the patient on the sixth or seventh day 
to leave the bed ? I cannot conceive of anything of more disad- 
vantage to the patient. I consider the three weeks, six weeks, 
or two months that the patient has in bed is invaluable for her 
future health. They claim a better convalescence and a quicker. 
"What do they mean ? They mean they get their patient out of 
bed. I had one of these patients in the Gynecean Hospital, done 
by Jacobs, and she stunk so badly at the end of two weeks and 
a half that I was glad to have her leave the house. She was, I 
consider, a sick woman when she left, and needed careful medi- 
cal treatment ; but she would go, and I was glad of it. No won- 
der they recommend douching after three or four days for three 
or four weeks. It is absolutely necessary. However, I do not 
call such patients well, even if they do. This precaution as to 
continued douching is not surprising when you recollect that 
piece after piece of tissue is clamped and deprived of all vitality ; 
and this tissue must come away, it is absolutely killed — there 
is no other way to dispose of it. 

All the disadvantages are against vaginal hysterectomy, and 
so many advantages in favor of the abdominal that I do not see 
how there can be any question. There is no operation in ab- 
dominal surgery so neat, clean, and practical ; not an atom of 
disease is left ; the ovaries, the Fallopian tubes, and the uterus — 
there is no chance that you shall leave a particle. Even double 
oophorectomy frequently leaves small pieces of tubes or ovaries ; 
they frequently leave the broad ligaments so denuded and infil- 
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trated with disease as to leave a dirty, filthy pelvis. No wonder 
the gentlemea who refuse hystereetomv are draining ninety-five 
per cent of their cases. So we woald if we allowed the same 
amonnt of diseased staff to remain in the pelvis. 

In vaginal hysterectomy, if vou don^t hug the cervix, off 
goes the ureter. In abdominal hysterectomy you are working 
under the ureter, most of the time having pushed it to one side^ 
and there is not the slightest danger of touching it. You can 
dispose of the parts under the eye with absolute certainty, and 
you know that you have not injured a part which must eventu- 
ally slough off. If you put the two operations side by side ; if you 
see the gentlemen who do vaginal hysterectomy using as mnch 
force as a blacksmith, and then see the ease with which a pelvis 
can be cleaned out by the abdominal method, there can be but 
one impression left. It is not necessary to work in the dark to 
get these appendages out with inflammatory adhesions. I saj 
put the operators side by side, and I confidently rest my case in 
rational men's minds. 

Dr. Noble. — This question is, of course, the one which is now 
engaging us all, as to whether we will make use of the proposed 
yaginal method of dealing with pelvic troubles. There is so 
much that is good in the abdominal method, and so much, in my 
own hands, that is unsatisfactory in vaginal work, that for the 
average case I prefer the abdominal route. It rests with the 
advocates of vaginal hysterectomy to show that the vaginal 
method gives better results both as to morbidity and mortality. 
So far I do not think they have shown that it is preferable. I 
agree entirely with Dr. Baldy as to the question of opening the 
peritoneal cavity when vaginal hysterectomy is done. When 
the uterus is removed I believe in every case, without exception^ 
the general peritoneal cavity is opened. In aU my experience in 
abdominal surgery I do not recall more than a few cases in which 
the omentum and bowels were plastered over the uterus so that 
you could not see or feel that organ from the peritoneal cavity. 
In other words, it is very rare ; for whether the uterus is removed 
from below or above, you have to open into the general perito- 
neal cavity. Except in the very worst cases, if the tubes are re- 
moved, certainly if not on one side at least on the other, the 
peritoneal cavity will be opened and you have a second opening 
into the cavity of the peritoneum. This argument of not dis- 
turbing barriers is fallacious; it has no groundwork in fact. 
There is no doubt that a certain number of adhesions are left, 
but when once the " barrier " is broken through then it is no 
longer a protection ; what remains behind simply cripples the 
bowels, and therefore the " barrier " had better be completely 
broken up rather than one- third or one-half broken up. I think, 
also, it is a very strong argument against the vaginal work that 
the gentlemen themselves admit that they cannot get out all the 
tubes and ovaries ; they leave a piece of uterus at times, they 
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leave one ovary in or pieces of tubes or the whole tube. I am 
loath to admit the statement that diseased tubes can be left in 
and the woman be well in the future. I could not conceive that 
such a woman is going to remain well, and, unless experience 
shows that the claim made is true, I expect to see these women 
having recurrent attacks of peritonitis just as they have had be- 
fore. I think this is a very strong argument against the vaginal 
method. 

All well trained in abdominal work have had the same expe- 
rience as myself, that it is almost always possible to complete 
the operation from above. Leaving out diffuse cancer cases and 
confining ourselves to inflammatory cases, I only remember one 
case in which I failed to '^ clean out " the pelvis. I do not mean 
to say that all these cases cleaned out got well, but still the dis- 
eased structures were removed. This is admittedly impossible 
from below. 

The question comes as to the proper field of the vaginal opera- 
tion. 1 am not disposed to say that there is no field for it. I 
think it is an extreme position and that the good men who are 
operating in it will demonstrate its legitimate position, and after 
a time that it will have its proper field, but my judgment is that 
it will be a small one. It seems to me that there is a proper 
field for a vaginal operation in the bad cases of pelvic suppura- 
tion, but not in hysterectomy. I have removed the diseased struc- 
tures in these cases, and, like others, have seen a number of them 
die. I have made up my mind that I will drain such cases (by 
opening the pus pockets without hysterectomy) from the vagina 
until they rally from their septic condition, and then remove the 
diseased structures if necessary. In that way you do preserve 
the " barrier." I think this method is a very much more valu- 
able addition to our technique than is vaginal hysterectomy. 

In reference to cancer cases my experience is that vaginal 
operations for cancer are not very satisfactory. We all know 
that in operating our anxiety not to wound the ureter inevitably 
makes us hug the cervix ; in that way we defeat our aim. In 
the Johns Hopkins Hospital Bulletin of a recent insue Dr. 
Clark has proposed a method which I think a distinct advance — 
that is, to introduce bougies into the ureters so that they can be 
palpated with ease ; ligate the upper portion of the broad liga- 
ment close to the pelvic wall, including the round ligament and 
ovarian artery ; open the two layers of the broad ligament, and 
dissect the uterine artery out to its origin and ligate it before 
it gives off its vaginal branch; then cut away not only the ute- 
rus but the entire broad ligament, and, if necessary, more or less 
of the vagina. By having the bougie in the ureter it is possible 
to place the ligatures close to the pelvic wall and yet to avoid 
the ureter. The vesical and rectal peritoneum can be sutured, 
which leaves the pelvis clean, and there will be no necessity for 
drainage. This is a distinct advance in operating for cancer of 
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the uterus. I think this method will greatly lessen the percent- 
age of recurrences in these cases. 

Db. B. F. Babb. — I am not in favor of va^nal hysterectomy 
in pelvic inflammatorv diseases, because I do uot believe it is 
necessary to remove the uterus in five per cent of these cases, 
even including the pus cases. The operation is not conserva- 
tive. I have not yet been able to bring myself to subscribe to 
the doctrine that if the appendages are removed the uterus 
necessarily becomes a useless organ and therefore should be 
also sacrificed. It is true that some cases require after-treat- 
ment for a remaining endometritis, but this has been the excep- 
tion in my practice rather than the rule. And there have not 
been a half-dozen instances in the hundreds of cases of ovari- 
otomy that I have performed in which it has been deemed 
necessary to remove the uterus afterward. Now, if a cure can 
be effected and the uterus preserved, it seems to me that it is 
unsurgical to remove it. There are both anatomical and physio- 
logical reasons why the uterus should be preserved ; and even 
when it does become necessary to remove the' organ — for fibroid 
tumor or chronic hypertrophy, for instance — I believe it is then 
wise to do the next best thing and preserve the cervix. My 
reasons for preserving the cervix have been frequently statea, 
so that it is not necessary to repeat them here ; but I wish to 
express my continued belief in the soundness of the practice — 
a belief which is based upon a large experience and a close ob- 
servation of the after-history of the patients; To preserve the 
cervix it is of course necessary to operate by the abdominal 
route. 

Another objection to the vaginal route is the necessity of 
treating the wound as an open one because of the incomplete- 
ness of the operation. This prolongs the convalescence, in- 
creases the suffering of the patient and the care and trouble to 
physician and nurse, and, worse, the subsequent history of many 
of these cases will be the same as when incomplete operation 
is done from above. The patient will not be cured. Now, by 
the abdominal route drainage is seldom necessary, for the ope- 
ration can be rendered clean and complete even where adhe- 
sions and suppuration are extensive, and the enucleation can be 
made with safety to the intestinal continuity ; whereas in ope- 
ration from below such dissection almost necessarily results in 
injury to the bowel, because the work must be dfone in the 
dark, I have been able to close the incision without drainage 
in ninety-eight per cent of the cases during the last five or six 
yearsj and my mortality has been almost nil. Remember, I am 
now epeakingof the pus and inflammatory cases. I do not 
wish to appear dogmatic, but I do wish to emphasize my position 
regarding drainage. With a small incision and the exercise of 
care in the separation of adhesions, it is exceedingly seldom that 
I acn unable to make a complete dissection of the diseased 
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stractnres from their attachments, leaying the pelvis clean and 
free from unhealthy tissues. Under these circumstances the 
incision may be safely closed, with an assurance of a short and 
easy convalescence. 

There has been a great " tidal wave " during the past year 
toward the vaginal route, and I have the ^eatest respect for 
the gentlemen who have been working in this direction ; but as 
long as my results continue as good as they have been I can see 
no reason why I should change my practice. I would regard it 
as a step backward. 

Pbof. Baldwin (guest). — The matter that is now being dis- 
cussed was brought up and was the subject of a very interesting 
discussion at a meeting of the American Association of Obstet- 
ricians and Gynecologists in Chicago. The general tenor of 
remarks was similar to those made by the gentlemen to-night, 
but we had an invited guest present at the meeting, a young naan 
named Dunn, in Chicago. He had spent ten years in following 
the work of just these men abroad who had been doing this vagi- 
nal work. He went there biassed strongly against that method 
of reaching these pelvic troubles. He had been brought up to 
attack them from above. He followed the work of these men 
until he became a thorough convert and, like most proselytes, a 
very strong advocate of that method of procedure. He was, 
fortunately, quite expert with the crayons, and he put upon the 
blackboard a diagram showing the method of procedure, throw- 
ing a good deal of light on the method adopted by these men. 
He had ample time, and was the target of questions for at least 
two hours. He sustained himself remarkably well, and while he 
did not, perhaps, make very many converts, he made a very 
pleasing presentation of that question. 

He was followed by Henrotin, who went abroad biassed against 
this treatment, but came back thoroughly converted. Here 
were two men converted. I have been a " Doubting Thomas,'* 
and I am not sure as to. the propriety of attacking a bad case 
through the vagina. Of course we have to attack abscesses. I 
saw Dr. Montgomery operate this morning. He said it was the 
most difficult case he had had. It required much perseverance 
and muscular strength on his part to complete the operation, but 
he completed it, and I thought very satisfactorily. I did not 
have my fingers in the pelvis, but I do not think there was very 
much left but his forceps. I shall wait with interest to get the 
result of the operation of this morning. 

I have for several years been in the habit, in these bad cases 
such as this operation is especially recommended for, of attack- 
ing them primarily above, and, if I thought I was getting into 
dangerous ground — of course having the vagina thoroughly dis- 
infected — of opening from below, so that I could work with my 
fingers in the vagina and from above, opening the abscesses. In 
so operating I would rupture from above, wash them out, peel 
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them, then drain throngh the vagina, and I have had extremely 
satisfactory results when thus treating. 

Dr. Baldy. — I woald like to call attention to just one point 
in regard to the value of these operations, taking the illustra- 
tion of the gentleman in Chicago before the meeting of the 
Obstetricians and Gynecologists, who had been ten years in 
Europe studying these questions and gone over to the other 
side. I think they could not have understood correctly. It was 
only two vears ago that I proposed this operation, and he has 
never had a chaoce to compare it, sir ; and I contend that most 
of these gentlemen know nothing of the upper method what- 
ever. Dr. Jacobs and Dr. Pozzi, who have been in this coun- 
try, haye both modified their views after seeing the abdomin^ 
hysterectomy properly performed. The gentleman who has 
been ilway ten years does not comprehend the question — in 
fact, knows nothing of it and cannot possibly make any com- 
parisons of value. 

Db. Montgomeky. — I have not come to the discussion of this 
subject without some experience in the treatment of pelvic 
troubles by the abdominal way. In the consideration of the 
subject I am endeavoring to look upon every improvement or 
change in the light of whether it is good or bad, whether it is 
for the interest of the patient, and I do not believe that we can 
always determine these until we have tried the procedure. 
The chief advantage of the vaginal procedure is that it affords 
an opportunity to explore the condition of the pelvis and often 
to save organs which would be sacrificed by the abdominal plan. 
We well know if we open an abscess we would take that organ 
out rather than leave it to endanger the patient. By the 
vaginal procedure, opening the abscess and draining, we may 
subsequently have organs capable of performing their function, 
leaving the patient in a much better mental condition than in 
the abdominal operation. 

A case now comes to ray mind of a young lady, married two 
months, who shortly after marriage developed symptoms of 
quite severe character. She was examined by her family phy- 
sician, who introduced a sound and curetted without any special 
aseptic precautions. The result was increase of the inflamma- 
tory trouble. She came under my observation some weeks later, 
suffering from high temperature and an evident abscess in the 
pelvis about to open into the rectum. This woman had inflam- 
mation on both sides. I felt if the abdomen was opened it 
would be necessary to extirpate both the uterine appendages. 
Thia was 8o repugnant to her that I made up my mind to see 
what could Ijd accomplished through the vagina. Incision was 
made into the pus sac through the posterior cul-de-sac and right 
broad ligament. The cavity was emptied and irrigated. To 
make sure that I had opened the pus sac impinging on the 
bowelj I introduced my finger into the latter, when but little 
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pressure raptured the valL The result was that we had an 
opening into the sac both through the rectum and the vagina. 
The latter, however, was packed with iodoform gauze and sub- 
sequently repacked two or three times. The patient recovered 
without auj unfavorable symptoms and made a rapid convales- 
cence, and under subsequent pelvic massage the uterus became 
movable, so that this patient is mentally more comfortable than 
she would have been had it been necessary to resort to the re- 
moval of the affected organs. 

I have seen a number of cases in which a large abscess cavity 
has been opened through the vagina, packed, and drained, thns 
saving important organs. The patients have recovered and 
subsequently en joyed as good health as if a thorough abdominal 
operation had been done, and certainly far better mentally. 

With regard to the opening of the vagina and removal of the 
uterus, tubes, and ovaries, if the condition is snch as to render 
the removal of both ovaries and tubes necessary, the uterus is 
subsequently of but little value. As to leaving the cervix, it is 
a mere matter of sentiment rather than any special advantage 
that it should be retained. "When we come to the separation of 
adhesions it is true, as the gentlemen have said, that the uterus 
cannot be removed, tubes, ovaries, and pus sacs enucleated, 
without more or less breaking-up of adhesions and opening into 
the peritoneal cavity. While this is true, the disturbance of 
the intestinal coils is not so great, and subsequent packing with 
gauze keeps them out of the pelvis and from contact with the 
raw surfaces ; the calibre of the canal continues patulous, so 
that gas and fecal matter may have ready passage ; while by the 
abdominal method it is not infrequent to find the formation of 
unfortunate adhesions and the death of the patient from ob- 
struction. Then, again, turning down the uterus elongates the 
sac which has been previously emptied, and the separation is 
more readily effected from below than above. 

As regards the convalescence, in the majority of cases, in 
which I have performed the operation the patients have recov- 
ered more rapidly. I had one case recently in which there was 
infection ; the patient has had high temperature, and convales- 
cence has been slow, as we sometimes find in the abdominal 
procedure. In using the forceps we leave no infected sutures 
to give rise to subsequent annoyance. 

Dr. Noble. — Dr. Montgomery and the Society will be glad 
to hear the later history of the case he has reported in which 
an abscess was opened from the vagina and the rectum broken 
into. This patient is now under my care, and I may add that I 
am the third physician she has consulted since she left Dr. 
Montgomery's hands. This patient is now looking forward to 
an abdominal section in order to be relieved of a diseased right 
tube and ovary which probably contain pus. From her stand- 
point this vaginal operation was a nightmare. Of coarse the 
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^c;^4point of the patient and that 6f the physician are very 
li afferent. 1 myself have thought patients were doing perfectly 
Tell, but they have assured their friends that their experience 
w^ very bad indeed. She would like to banish the operation 
from her memory. The annoyance and suffering from the fecal 
fistula were severe, and she still has a diseased tube upon the 
ri^ht side and abdominal section is necessary to get her well. 
This is a typical example of what I have said concerning pus 
tubes which have been arained and not removed. Subsequently 
they will require removal in many cases. 




Epitheloma of vulva. (See opposite page.) 

Ill Maying what I have concerning this case I would not be 
iiriri'^rMtoou as condemning the operation performed by Dr. 
Mt*uiy;omiiry, On the contrary, I think it was the proper thing 
iu (id under the circumstances. It saved the patient's life by 
IfhlHji hor tho chance to recover from her septic condition, and 
uttw, when in good general condition, the diseased appendage 
i^HK \tG removed with very little risk to her life. Vaginal 
fJmirmge, 1 repeat, is valuable in these septic pus cases, but it is 
^iiUutUlti in tiaing them over the crisis rather than in effecting 
n jH^rmanent cure. 

iJu. MoMTOOMBBY. — I am very much obliged to Dr. Noble for 
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pying me these further details of this case. I am always glad, 
in case a patient of mine passes into another's hands, to hear 
from the doctor. I am surprised about the fecal fistula, for the 
reason that the patient was under my observation for four weeks 
after the operation and no fecal or vaginal fistula existed. Of 
course the patient is a nervous, hysterical woman, and I shall be 
very glad to hear how she feels in regard to the abdominal ope- 
ration after it has been performed. 

Dr. Penrose exhibited the following specimens : 

EPITHELIOMA OF THE VULVA. 

J. B. W., 66 years of age, admitted to the University Hospital 
in June, 1895. Eighteen months before she noticed what 
seemed to be a furuncle on the right labium majus, which soon 
afterward broke and discharged a purulent material. It then 
became an ulcer. She went to a "cancer doctor" and was 
treated by blistering the part. The ulcer steadily increased in 
size, until on admission to the hospital it measured two and a 
half by three inches in diameter. A small portion of the ulcer- 
ating^ tissue was excised and subjected to microscopical examina- 
tion, and proved to be typical epithelioma. There was no 
involvement of any of the lymphatic glands which could be 
examined. All the diseased tissue was easily removed, though 
it was necessary to carry the dissection to within one-quarter of 
an inch of the urethra and external meatus. Primary union 
took place, and the woman was in good health two months after 
operation. The ultimate result of the operation cannot, of 
course, be predicted. The case seems to be of sufficient interest 
to report on account of the rarity of the disease. 

PLATES OF OALOIFIOATION IN AN OLD TUBERCULAR PY08ALPINX. 

A. S., 40 years of age, housewife, married, nullipara, no 
miscarriages. Menstruation first appeared in the thirteenth 
year. She has had dysmenorrhea from the beginning, but until 
a year ago the flow occurred every four weeks and lasted for 
two days. For a year past the flow has been very irregular and 
has at times continued several weeks. Three and a half years 
ago, immediately after lifting a heavy weight, she was seized 
with violent pain in the right ovarian region. This was fol- 
lowed by profuse hemorrhage from the vagina, which continued 
seven weeks. Since this time she has not been well. She com- 
plains of pain in the left iliac fossa and back, headache, and 
almost continual hemorrhage from the vagina. 

Vaginal Exa/mination. — External genitals negative. Uterus 
small, virginal, fixed in the pelvis by old, very dense inflamma- 
tory adhesions. Both tubes enlarged. 

Celiotomy May 17th, 1895. The omentum was found ad- 
herent to the abdominal parietes. The small and large intes- 
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tines and rectum were attached to the left Fallopian tube by 
firm bands of adhesions. These adhesions were separated with 
very great difficulty, reealting in injury to the outer wall of the 
rectum and small intestine, which was repaired. Both tubes 
and ovaries were removed. A small amount of brown material 
having a fecal odor escaped from the left tube during operation. 
The pelvic cavity was washed out with a 1 : 2000 bichloride solu- 
tion and closed. A glass drainage tube was introduced. Con- 
valescence was uneventful. 

Pathological Examination of Specimen, — The specimens 
consisted of the tube and ovary from both sides. Macrosco- 
pical examination : Left side : The tube measures 12 centi- 
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metres in length and from 0.5 centimetre in its proximal to 1.5 
centimetres in diameter in its distal third. It becomes progres- 
sively larger as the fimbriated extremity is approached. The 
tube is covered with dense adhesions showing considerable 
laceration, and the abdominal ostium is closed. On section the 
muscular wall was seen very much hypertrophied, measuring 
0.9 centimetre. The distal third of the tube lumen was very 
large and contained five plates of calcification, considerable 
semi-liquid calcareous material, and a muco-purulent fluid. The 
contents of the tube have the odor of feces. The mesosalpinx is 
obliterated, and the ovary, which is very small (2.5 by 2 by 1 
centimetre), is in immediate relation with the tube. Except 
that the ovary was covered with adhesions, it showed nothing 
pathological. Right side : The right tube measures 10 centi- 
metres m length and 0.5 to 0.9 centimetre in diameter. It is 
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%}omplet6ly covered 1^ adhesions which destroy the peritoneum 
and bind it to the <)^ry. The abdominal ostium is closed. On 
section the musctilar wall was slightly hypertrophied, the lumen 
enlarged and containing a small amount of inspissated pus. The 
ovary measured 3 by 2.5 by 1 centimetres in diameter, was also 
covered with dense adhesions, and showed considerable sclero- 
cystic degenerative oophoritis. The plates removed from the 
left Fallopian tube were treated with dilute HCl, effervescence^ 
resulting, thus determining that they were due to calcification 
and not tone bone formation. These specimens were those of 
long-standing tubercular pyosalpinx, perhaps in the transitional 
stage Jbetween pyosalpinx and hydrosalpinx. Microscopical 
examination: Up to the present time sections have only been 
made from the distal third of the left tube. They show all of the 
characteristic lesions of chronic fibroid tuberculosis. The tu- 
• bercnlar disease is confined to the mucous membrane, which i& 
ahaaofit completely destroyed. The muscular wall is very much 
hypertrophied and shows considerable small round-cell infiltration. 
The sections have not as yet been stained for the tubercle bacil- 
lus. These specimens therefore represent chronic unsuspected 
biilatteral fibroid tubercular pyosalpinx with calcification plates 
in tihe lumen of the left tube; chronic bilateral perisalpingitis 
amd peri-oophotitis; chronic sclero cystic degenerative oophoritis 
of the right side, and chronic oophoritis of the left side. 

vamoovsno tumor of the uterus, 

C. P., 49 years of age, housewife, married, nullipara ncf 
mificarnage, m«rned twenty- two years. Admitted tnfh^'rr • 
verity Hospital October 8tf, 189f. Menlna Jn b^^^^^^^ 
A^^ V'^^" "^ "^ generally regular, lasting fS to five 
tr ?'g'**r^ ^^^^ *?o the flow became very painful scan tv 

iS^"^^^*''''^?'^^''^ ^^ P^*^^°* b^g^« to lose in flesh and' 
strength. She was at this time treated for uterine rliLoil t^ 

of health have contmued to the oresent tim^ q^^^ 
she.oticed for ^ first tin,. rbaTnumrwaslTo'X^J^ Z 
lower abdomen biit t gave her no trouble and wis dTsSdS 
The tumor steadily increaued in size until it now fiKe S' 
donainal cavitj. Daring the past year she ha^ iL i!f„ i i 
cardiae oppression and palpitation: She comnkSf J ^''•^' -^ 

A distinct sense of fluctuation was obtained by palpation of 
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the abdomoD, and the diagnosis of mnltilocular ovarian ejst was 
made. 

Celiotomy October 11th, 1895. A cystic or edematous fibroid 
tnmor filled the abdominal cavity to the diaphragm; it was 
tapped as a cyst, bat without result. The entire fibroid mass 
and a mass of thin-walled cysts in the right broad ligament and 
the uterus, as far as the internal os, were removed. Hemor- 
rhage from the site of cyst in right broad ligament was profuse. 
A Mikulicz drain was introduced and the abdomen closed with 
through-and-through sutures. Tumor weighed twenty-five 
pounds. The convalescence has been very easy. 

SABOOMA OF THB OVABIAN LIGAKBHIT. 

A. H., 31 years of age, housewife, married, Vpara, no mis- 
carriage. Admitted to the University Hospital May, 1895. 
Menstruation began when 16 years of age, and has continued ' 
regular and normal. Eight years ago she fell and injured her left 
side. Since then she has complained of pain in this side, some- 
times so severe as to confine her to bed. She now complains of 
pain in the left hypochondriac region, extending up to the chest 
and into the right breast, backache, and a feeling of numbness 
in the left leg. About two and a half years ago, while carrying 
her fifth child, she noticed a tumor in her left side. The tumor 
continued after the birth of the child, and has increased continu- 
ously since then. 

Msamination. — The right lower abdomen was filled by the 
pregnant uterus. Upon the left side, in the region of the left 
ovary, was a round tumor, freely movable, stony hard, somewhat 
irregular in outline, about the size of a child's head. 

Celiotomy May Slst. A hard tumor, the size of a fetal head, 
occupying the site of the left ovarian ligament, was removed. 
Seven ligatures were necessary to include the broad pedicle ; the 
left ovarian artery was ligated at the pelvic wall to assist in con- 
trolling the hemorrhage. At the termination of the operation 
there was no hemorrhage and the abdomen was closed without 
drainage. The ovary and Fallopian tube were not in any way 
involved by the tumor. The woman died in four days of 
peritonitis. 

Microscopical examiaation shows the specimen to be sarcoma. 
The tumor weighed five pounds. 
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Dr. Harris A. Slocum read a paper entitled 
A case of cesarean section in a girl sixteen and a half 

YEARS OF AGE. 

On the evening of Thursday, October 24th, I was asked by 
Dr. Kistler to see a case of prolonged labor to which he had 
been called late that afternoon. Meeting him at the patient's 
house at about 9 o'clock, I found a colored girl, 16^ years of 
age, who had been in labor since Tuesday with an illegitimate 
child. After examining her pelvis and finding the sacral prom- 
ontory within about two inches of the pubic bone, together with 
n Bormally sized head, ascertained through external palpation, it 
was cleaiiy evident that a normal, or even instrumental, delivery 
was impossible^ Three methods of assisting her were at our 
disposal, and the seteetion of one of the three depended upon 
certain data which we were^to ascertain. These three methods 
were craniotomy, symphyseotomy^ and Cesarean section. Aus- 
cultation of the fetal heart showed itsiate to be 138 per minute, 
strong and vigorous, and therein interdicted craniotomy. If 
evidences had been secured that the child waadead, no consid- 
eration could have deterred me from advising the unpleasant 
though necessary mutilation of the fetus to insure its delivery 
per vagi nam with perfect safety to the mother. The peculiarly 
abrupt manner in which the sacral promontory was projected 
toward the pubic symphysis lessened the chances of success if 
symphyseotomy were decided upon, although the patient was 
young and her joint structures presumably pliant. Consideration 
of these facts led us to decide upon Cesarean section, and fur- 
ther observations enabled us to decide upon the proper time for 
performing it. 

She had been in labor for sixty-eight hours, but the contrac- 
tions were neither excessively strong nor painful. There did 
not seem to be undue pressure upon contiguous tissues, and 
consequently no apparent threatening of subsequent sloughing 
and fistulsB. Her pulse was 88 and her temperature 99.4°, and, 
bearing these facts in mind and her present unsanitary sur- 
roundings, it was decided to postpone operation until morning 
when she could secure the best possible chances for aseptic con- 
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ditioDs and subsequent benefit of hospital advantages. Dr. Kist- 
ler kindly remained to watch her through the night, and I held 
myself in readiness to operate at her honse if a change for 
the worse should occur. A laxative was given, the abdomiual 
wall thoroughly cleansed and a bichloride compress applied, and 
she secured a few hours' sleep. At 9 o'clock on Friday morn- 
ing she was taken in a cab to the Polyclinic Hospital, when a 
vaginal douche of bichloride 1 : 2000 was given and the abdomi- 
nal wall again carefully cleansed. 

The abdominal incision extended from three and a half 
inches above the umbilicus to within three inches of the pubis. 
The fundus and body of the uterus were then carefully de- 
livered through the opening and brought out upon the abdomi- 
nal wall, and a large piece of rubber dam placed beneath it to 
prevent leaking of fluids into the abdomen. In lieu of a rubber 
cord, Dr. Dorland was deputed to grasp the cervix and contigu- 
ous tissues with both hands and make constricting pressure as 
soon as marked hemorrhage from the uterine wound warranted 
it. This latter condition was observed for the purpose of less- 
ening the risk of fetal asphyxia. The uterus was incised for 
five inches, when the back of the child came into view. A 
larger opening was necessary for delivery, but it was thought 
best to secure this by the pressure of the breech, as, with care, 
the wound would be enlarged only sufficiently to extract, while 
knife or scissors might enlarge it more than necessary. Gentle 
traction was therefore made upon the breech, causing the mus- 
cular fibres to separate nearly to the fundus and barely giving 
room for extraction. The head was then quickly delivered, 
and, the child showing evidences of beginning respiration, two 
hemostatic forceps were applied to the cord and the latter cut 
with scissors. The child was handed to Dr. Bloom, who stood 
in readiness to restore it if asphyxiated, and attention given 
to the placenta. Fortunately (and as determined at previous 
examination) the placenta was implanted posteriorly and at the 
dome of the fundus, and its rapid removal was an easy matter. 
The membranes came away readily, with the exception of a 
small fringe caught at the internal os; this was pertinaciously 
held, and, being slippery, required a part of a minute's time in 
grasping and removing with forceps. Blood issued freely but 
not alarmingly from the cut surface of the uterus and the pla- 
cental site, both equally dark in color. The flow from the area 
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of placental attachment was uniform, not pulsating, and grad- 
ually diminishing in volume as the uterus contracted. The con- 
traction began, not immediately, but a few seconds after the 
removal of the fetus, as though the uterus were surprised at 
the sudden removal of resistance to its contractions and took 
a moment to recover. A stream of hot water was kept playing 
upon the wound and the interior, both to clear away the blood 
and to stimulate contractions, J!Toting the laxity or density of the 
uterine tissue, while engaged in introducing the deep sutures, it 
appeared to change three times, possibly oftener. In other words, 
in three prolonged contractions it diminished from term size to 
about eight inches in length, its size when both rows of sutures 
had been tied and the uterus returned to the abdominal cavity. 

The behavior of the peritoneum covering the uterus, during 
the latter's contraction, illustrated its adaptability to the size of 
the organ to which it is attached. Before the uterine incision 
was made it presented the ordinary smooth and shining surface 
of serous membranes. When the uterus had reached its mini- 
mum size the peritoneum was much thickened, had entirely 
lost its shining appearance, and presented innumerable exceed- 
ingly minute wrinkles running in every direction. 

The deep sutures were entered slightly below the peritoneal 
surface and emerged just above the mucosa (the curved needle 
grasping as much of the muscular tissue as possible), reversing 
the order on the opposite side. Lembert's suture was used in 
approximating the peritoneum. Although 1 tried to avoid punc- 
turing the large subperitoneal veins in introducing the sutures, 
two were wounded at the lower angle of the wound, bleeding 
very freely, and increasingly so when the sutures were tied, and 
at both the entrance and exit of the needle. To check this a 
ligature was entered just below and to the outer side of the 
bleeding point, carried in the muscular structure parallel with 
the wound to a point just above it, next directly across the 
wound, and the method reversed on the opposite side. When 
the two cords were tied the hemorrhage ceased immediately. 
When the sutures were all tied and their ends cut to about one- 
fifth of an inch, Dr. Dorland slowly relaxed his hold upon the cer- 
vix and the line of apposition was watched with some interest. 
As not a drop of blood appeared and the uterus did not relax or 
increase in size, I felt sure that the structure was impervious and 
that the bleeding within the uterus was but moderate. A few 
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clots were then removed from the flanks and the pelvic cavity 
caref ally swept with moist sterilized gauze, and the uterus re- 
turned to the abdomen. The omentum, which had lain plicated 
above the fundus, was brought down and spread evenly over 
the ntems, and the abdominal wound closed with silkworm gut. 
The subsequent history presents three points of moderate in- 
terest: 1. The lochial discharge was reduced to a minimum, 
much less than occurs after a perfectly normal labor. This I 
believe to be due to the thoroughness with which everything 
was removed and the scouring, cleansing effect of the hot water. 
I do not think it due to a check to involution through trophic 
nerve inhibition from the traumatism, because the uterus has 
undergone the normal diminution in size. 

2. A few days after the operation the patient complained of 
painful micturition. Upon closely questioning her I found 
the pain to occur only when the bladder was all but emptied. 
I have observed this after a number of abdominal sections for 
all varieties of disease, and believe it to be due to a hyperes- 
thesia of those filaments of the pudic nerve distributed to the 
roof of the bladder and adjacent parte, brought about by the 
pressure from extravasated serum originating in the wound, and 
especially the lower part, and extending through the loose sub- 
peritoneal connective tissue, and lessening the accommodating 
powers of these structures to the sinking of the bladder wall as 
that viscus is being emptied. 

3. Her temperature for several days was higher than her 
physical condition seemed to warrant, and I was a little puzzled 
to account for it. To be sure, it was not very high, but was per- 
sistently above normal. After two grains of calomel in divided 
doses, two ounces of Epsom salts, and two fluidounces of castor 
oil, the bowels were moved. She stated that her bowels rarely 
moved without medicine, and generally a large dose of castor 
oil. The temperature continued elevated, and, after determin- 
ing that no mural abscess existed, that the uterus was free from 
infection, that tbe breasts were not participants in the cause, I 
recalled a hysterectomy case which I had had upon the same 
bed a year or more before, who exhibited an apparently un- 
called-for temperature of 105.4° F. ; and, bearing the solution 
of her symptoms (?) in mind, questioned this case and found 
that she had had malaria. She was put upon twelve and then 
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sixteen grains of quinine, and her temperature for the first time 
began to lower and was normal in a few days. 

I have called attention to this because I consider it an advan- 
tage, in correctly interpreting post-operative symptoms, to know 
that this untoward result may occur even after we have exer- 
cised the greatest care in the preparatory technique and the 
operation itself. Apart from the bladder pain (never in any 
way severe and which continued but a few days) and occasional 
griping pain from the castor oil, she has had an uninterrupted 
recovery. The stitches were rerr^oved upon the tenth day with 
not a drop of pus. I think this was partly secured through the 
bichloride compress remaining upon the abdomen for over 
twelve hours preceding the operation. 

The child was a vigorous male, has nursed regularly and re- 
quired no particular supervision. Its weight was nine pounds, 
and head measurements, as ascertained by Dr. Borland, as fol- 
lows : Circumference, 34 centimetres ; bitemporal diameter, 
8 centimetres; biparietal diameter, 9J centimetres; occipito- 
mental diameter, 13 centimetres ; trachelo-bregmatic diameter 
9i centimetres. 

The measurements of the maternal pelvis, as ascertained by 
Dr. Dorland, are : Right oblique, 20 centimetres (22) ; left 
oblique, 21 centimetres (22); external conjugate, 16 centi- 
metres (20i); between spines, 22 centimetres (26); between 
crests, 24: centimetres (29); between trochanters, 30 centi- 
metres (31). The internal conjugate was determined with 
Hirst's pelvimeter. 

From the anterior surface of the symphysis pubis to the 
sacral promontory was 8J centimetres. The diameter of the 
symphysis, 4J centimetres, being subtracted from this, gave an 
internal conjucate of 4 centimetres. 

Db. Noble. — Did you say the pubic bone was four centime- 
tres thick ? 

Dr. Slocum. — It was four and a half centimetres. 

Dr. Noble. — I congratulate the doctor on the issue of the 
case. I fail to see why he eventrated the uterus, however. I 
cannot see that anything is to be gained by eventrating the 
uterus. If the uterus is not taken out the operation requires a 
much shorter incision. Further, it is well known that the liquor 
amnii is aseptic in a healthy pregnancy and the blood is aseptic, 
so that even if some liquor amnii and blood does escape into the 
peritoneal cavity it may be sponged out and will do no harm. 
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That is the only criticism I wonld make on the techniqne. The 
thickness of thepnbic bone, it seems to me, is something very 
remarkable. Redacing to inches, four and a half centimetres 
would be one and three-quarter inches thick. It seems to me 
in a young girl with an undeveloped pelvis that is a very extra- 
ordinarily thick symphysis pubis. 

Dr. Norris. — The statement in regard to the thickness of the 
symphysis is also a matter of much surprise to me. I have 
measured a great many pelves — dry specimens as well as the 
pelves in living women — and the measurements have been made 
with this same pelvimeter. In the living woman I have not 
found a thickness of the symphysis of more than two and a half 
centimetres. It seems to me that the thickness of the symphy- 
sis in the case reported is certainly a very remarkable feature of 
this case, and, if the measurement was accurately taken, it shows 
the great value of this method of estimating the true conjugate 
of the pelvis. 

Dr. Slocum. — I do not think I made any mistake in my 
measurements. My two assistants were by me and the measure- 
ment was carefully made. I brought the uterus out upon the 
abdomen because I felt that the amount of difference in the in- 
cision in the uterus thus gained would be an advantage, and I 
felt it would be more convenient in introducing the sutures 
afterward. 

I was waiting to be criticised for not removing the uterus or 
ovaries or tying the tubes. 

Dr. Noble. — From that standpoint I agree entirely with the 
practice which was carried out. I fail to see whv the ovaries 
should be removed when they are healthy and the woman is 
able to bear children. I should not remove them unless the 
patient demanded it, and even then I would counsel against it. 
I had a patient under my care upon whom Dr. Kelly did 
a Cesarean section. Afterward I delivered this woman in a 
premature labor and subsequently performed symphyseotomy 
twice. In other words, she has had three children safely since 
her Cesarean section. It is well known that in second and 
third Cesarean sections the mortality is very low. Therefore, 
from every standpoint, I fail to see why healthy ovaries in a 
healthy woman should be removed simply because her pelvis is 
deformed. 

Dr. Eichard C. Norris reported 

A FATAL CASE OF SUBMAMMARY ABSCESS. 

A death following mammary abscess is so rare that the fol- 
lowing case deserves to be recorded. Fatal cases of mammary 
abscesses have been recorded from hemorrhage due to erosion 
of blood vessels (Jacobus), and from septicemia (Gross) when 
prompt surgical treatment either has been neglected or has not 
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been thorough. Ordinarily the termination of a mammary 
abscess is not more serious than a destruction of a portion of 
the gland with temporary impairment of the patient's health, 
leaving perhaps a milk node, fistuloas tracts, or firm cicatrices, 
to annoy the patient in subsequent lactation periods. My 
patient, Mrs. T., was delivered with forceps without incident. 
Her convalescence was uncomplicated up to the twenty-sixth 
day. I had ceased my attendance, and at my last visit, two 
weeks after delivery, a careful pelvic examination ' found her 
pelvic organs normal. At the end of the third week her nurse 
was discharged ; the patient felt so well that she concluded that 
the services of a trained nurse could be dispensed with. Twenty- 
six days after the birth of her child I was summoned to the 
patient and found her temperature 104° F., her pulse 86. She 
had been down-stairs and had been seated by an open window, 
\vhich she thought had chilled her. The nipple was eroded 
and very painful ; the breast was slightly caked. A saline 
purge, a mammary binder, and an application to the nipples of 
bismuth and castor-oil paste were directed to be employed, and 
a few doses of quinine were administered. The following day 
the patient had not improved ; she had been delirious ; her tem- 
perature was 105° F. ; her pulse, strange to say, was less than 
100 ; her tongue was coated ; her conjunctivae were yellow. 
The patient presented the appearance of, one dangerously ill. 
It was most difficult to decide the cause of her alarming con- 
dition. The pelvic organs were normal and the urine was nor- 
mal. "The possibility of malaria being the cause of the fever 
was carefully studied and excluded. The breast could be han- 
dled without producing pain, but when lifted from the chest 
wall toward the clavicle deep pressure finally discovered a cir- 
cumscribed, painful spot, and the possibility of deep-seated post- 
mammary inflammation was presented. It has been asserted 
that a puerperal submammary abscess almost always results 
from the burrowing of a parenchymatous abscess toward the 
chest wall. The patient presented no evidences of parenchy- 
matous breast inflammation, and I was therefore at a loss to 
explain her condition, although aware of the fact that sub- 
mammary inflammation is always difficult of recognition since 
the symptoms are not characteristic. Deep-seated pain, high 
fever, edema of the overlying and adjacent skin, restricted mo- 
tion of the arm on account of the pain, and the involvement 
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of the axillary lymphatic glands, are symptoms which may be 
present in any variety of mammary inflammation, althongh they 
are likely to be most marked in submammary abscess. It is 
true that the absence of marked redness of the skin, and the 
peculiar sensation imparted to the gland by an accamnlation of 
pas beneath the gland, are suggestive of post mammary abscess 
when suppuration is extensive. My patient, however, pre- 
sented only two symptoms, high fever and deep-seated pain of 
moderate sev^erity under the right breast The patient's con- 
dition gave me much anxiety, especially as I had arranged to 
leave the city the following morning for my summer vacation. 
The uncertainty of the diagnosis was explained to the patient's 
husband — a very intelligent man — and an exploratory incision 
was advised. The following morning my assistant. Dr. H. W. 
Hassel, incised the breast over the painful spot, and succeeded 
in evacuating a coffee-cupful of pus situated beneath the fascia 
of the pectoral muscle. The cavity containing the pus ex- 
tended beneath both pectoral muscles to the chest wall. The 
following morning the patient's temperature fell two degrees 
and she seemed very much improved. That evening the tem- 
perature rose to 104° F. and the pulse to 100. The delirium 
reappeared, and continued until coma supervened. Dr. J. Chal- 
mers da Costa, Jr., then saw the patient with Dr. Hassel, and 
other incisions were made with the hope that additional pus 
pockets might be discovered and be drained. No such pockets 
could be found ; the abscess cavity had been emptied. Within 
twenty-four hours a septic pneumonia developed from which the 
patient rapidly died. It is a source of regret that cultures were 
not made from the pus evacuated, since it is my belief that pe- 
culiarly virulent micro-organisms found their way through the 
eroded nipple into the deep lymphatics of the breast and rap- 
idly spread to the lungs. This pathway of infection is not 
improbable when one studies tlie anatomy of the lymphatics 
of the mammary gland that have been so carefully and beauti- 
fully demonstrated by Sappey. In view of the fact that lobules 
of mammary tissue have been found embedded in the pectoral 
muscle, it is also possible that such an anomalous lobule of gland- 
ular tissue may have been present in thit? patient and formed 
the abscess beneath the fascia of the pectoral muscle. 

De, Pekeosb. — Dr. Deaver, in your large experience in sur 



COLLEGE OF PHYSICIANS OF PHILADELPHIA. 119 

gical work do yoa ever find the mammary gland embedded in 
the great pectoral muscle ? 

Dr. Dkaver. — I have never met with it in this situation, and 
therefore regard the case, in this sense, as very nnique. Tlie 
best incision for draining a submammary abscess is one carried 
along the inferior margin of the axillary border of the great 
pectoral muscle. I am very much inclined to think Dr. Norris' 
explanation is the correct one. It is evident that this was a 
very severe form of infection. I have dissected many bodies 
and have never met with a Jobe embedded in the great pectoral 
muscle. However, I have no doubt such was the case in this 
instance. 

Dr. Norris. — The abscess was first opened over the painful 
circumscribed spot that was found, and when Dr. John Chal- 
mers da Costa, Jr., saw the patient twenty-four hours later he 
made counter openings in the places indicated by Dr. Deaver, 
without finding morepus. Dr. Hassel stated that Dr. Da Costa 
thought there might have been some form of general septic 
trouble in the patient and that the abscess was metastatic. The 
patient's puerperal convalescence contradicts this view of the 
case. When I saw the patient she had a very painful and very 
sore nipple; her nurse had left her, and infection possibly 
came from a breast pump which was obtained from a drug store 
and which was probably used without careful preliminary 
cleansing. The infection, I believe, occurred through the nip- 
ple. The case is reported because, so far as I know, it is a 
unique example of submammary infection. 

Dr. 0. B. Penrose read a report on 

A tear's work in ventrosuspension of the uterus. 

The various operations for the cure of retroversion of the 
uterus may be said still to be upon trial. Therefore I have 
followed carefully all the cases on which I have operated, in 
order to determine the ultimate results. Last winter I reported 
before the Gynecological Section the results of twenty-five ope- 
rations of ventrofixation or ventrosuspension of the uterus. 
I wish now to report the results in twenty-six additional cases 
upon which I have operated during the past year. The last 
one of this series of cases was operated upon six months ago. 
During the past three weeks I have heard from twenty-one of 
the women in regard to their condition. The following is the 
report : 
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Operation. 



Yentrosaspension and unilateral 
oophorectomy — 

Yentrosuspension and double o5pho 
rectomy . . 

Yentrosuspension and perineorrhaphy, 

Yentrosuspension and trachelorrha- 

p^y 

Yentrosuspension alone . 



Cured. 


ImproTed. 


Not 
Benefited. 


1 




1 


4 
8 


2 


1 


1 
6 


1 
1 


1 


14 


4 


8 



Total. 

2 

7 



21 



In the letters which I sent out I asked the following questions : 

Are you benefited by the operation ? 

Have the backache and headache been relieved ? 

Have you suffered from any disturbance of the bladder since 
the operation ? 

The last question was answered in the negative by all. It 
will be seen from the table that oophorectomy, single or double, 
was necessary in nine out of the twenty-one cases which re- 
ported, and therefore the relief afforded by the operation can- 
not be said to be altogether due to the Yentrosuspension of the 
uterus. I feel confident, however, that the benefit derived 
from the operation was experienced sooner and was greater 
than in former cases in which I had consented to remove the 
appendages and to let the uterus alone. . 

I have not heard that any of the women on whom I have 
performed the operation of Yentrosuspension have become 
pregnant, and therefore I cannot determine from my own ob- 
servation the effect of this operation on the course of pregnancy 
and labor. This is the only point about which I do not feel 
satisfied in regard to the operation. Many cases have already 
been reported of conception followed by normal pregnancy 
and labor, while, on the other hand, some cases of miscarriage 
and of difticult labor have also been reported. We must wait 
for future statistics to decide this matter. 

Dr. Hirst. — I think one point Dr. Penrose has called our 
attention to particularly ought to be remembered, in regard to 
the effect on pregnancy and labor. In every case I have had I 
have been careful not to include the fascia in the ligatures. I 
believe there should be very little diflSculty in subsequent preg- 
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nancies and labor if the womb is anchored simply to the perito- 
neum and recti muscles, and not to the fascia. 

Dr. Noble. — The method of suturing alluded to by Dr. Hirst 
is the first one I saw employed. The original method consisted 
in sewing each ovarian ligament to the peritoneum, and did not 
deal with the uterus itself. Subsequently the same operator, 
Dr. Kelly, passed the sutures through the uterus and peritoneum 
and did not include either the muscles or fascia. Personally I 
think that the method of suturing makes no difference whatever. 
I always pass two sutures through the aponeurosis, through the 
muscle, subperitoneal fat, and peritoneum, then through the 
uterus, then out on the other side in a similar way, and tie. 
What happens under tliese circumstances? Two or three such 
sutures being introduced, after the patient gets about, downward 
traction makes a suspensory ligament. In a little while the 
silkworm-gut sutures are not in the uterus, but simply in the 
strip of adhesion which connects the fundus of the uterus with 
the abdominal wall. So that from my standpoint it is indiffer- 
ent whether the suture goes through aponeurosis or not. The 
question of the influence of suspension of the uterus upon preg- 
nancy was under discussion at the last meeting, so that I cannot 
add anything to what I said then. Two of the cases upon whom 
I have operated have become pregnant; one of them was de- 
livered by Dr. Norris with a dead child. The other one is now 
approaching the time of delivery. 

The only point I rose to speak about is this question of the 
suture. I am entirely certain from my experience that it is 
indifferent as to whether the suture includes muscle and apo- 
neurosis or not. Pressure atrophy, caused by dragging of the 
uterus, makes the stitch cut out of the uterus, which is attached 
to the abdominal wall by the artificial suspensory ligament. 

Dr. Baldy. — What Dr. Noble has just said, and what I sup- 
pose theoretically did occur after his method of suturing with 
buried suture, is perfectly clear, but it is no reason why the 
buried suture should be used. Foreign material in any place in 
the body is apt to do harm if not doing good. It is useless to let 
it remain in the body unnecessarily, and unwise to place it there. 
If this suture cuts out of the uterus it is far better not to allow 
it to remain originally. Originally the suture should therefore 
be so placed that thes urgeon could remove it before the patient 
passes out of his own hands. My own practice is to tie the 
suture on the skin surface, let it remain three or four weeks, 
then the suture is cut and withdrawn. I have never known a 
case, and I have attempted to follow numbers of them, to go 
back into the posterior position. Two of the patients have be- 
come pregnant and been delivered by their own physicians with 
f)erfectly easy, normal labors. I regard buried sutures as use- 
ess, superfluous, and dangerous. We have to day bullets com- 
ing out of men put there years ago. Because they remained 
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there ten or twenty years is no reason why at some fntnre time 
they will not give trouble. 

Db. Deavbb. — With reference to the qaestion of buried 
sa tores, it is my practice in ventrofixation to introdace satures 
through the skin and tie upon skin surface. I cannot, however, 
agree with Dr. Baldy that buried sutures always give rise to 
irritation. Take the numerous hernia operations that are per- 
formed, for instance the Halsted and Bassini operations, all of 
which, with few eze^idons, are done with buried sutures of 
kangaroo tendon. I regard tiie suppuration due to a suture^ 
even silkworm, as the result of faulty a so p a a. I should so re- 
gard it in my own work. 

D&. NoRRis. — I would like to make a short reference to Ae 
case Dr. Noble has spoken of. If the uterus always pulls away 
from the silkworm-gut suture, I do not see why the case re- 
ported at our last meeting that was operated upon by Dr. Noble 
should have had the anterior uterine wall so firmly fixed to the 
abdominal wall. The suture in that case not only did not pull 
out, but apparently anchored the uterus. If this occurs in one 
case it is liable to occur in others. That one case has taught me 
that if fixation of the uterus happens once in a hundred times, 
that once is once too often. Since my experience with the case 
referred to, in my own work with ventrofixation I have brought 
the sutures out through the skin and have shotted each end of 
the suture upon the skin, and have allowed the shot to remain in 
place for a month, after which time they are removed. The 
suture thus fastened holds the uterus just as well. The woman 
is certainly better ofE without buried silkworm gut if we can do 
without it. 

Db. Penrose. — I do not agree with Dr. Baldy that if buried 
catgut suture does no good it will do harm. A large amount of 
silk can be left in the abdomen and other tissues which we never 
hear from because it is inert. Then, in addition, this silk disap- 
pears in the course of a year. In one woman upon whom I ope- 
rated, having previously performed ventrofixation, I failed to find 
my two silk sutures, which had been passed through the muscle 
and fundus uteri. I believe that the method of fastening the ute- 
rus to the anterior wall by buried suture is better than by passing 
a suture clear through the abdominal wall and removing it at the 
end of tbree or four weeks. We rely upon these buried sutures 
to make an artificial ligament which will support or suspend the 
uterus. I do not rely upon a mere adhesion between two peri- 
toneal snrfaeea. The suture passes through the rectus muscle 
and the peritoneum of the anterior abdominal wall and the 
peri ton eunri and some muscular fibres of the uterus. As the 
uterus tends to fall back and drags upon these sutures, the peri- 
toneuni and the muscular fibres of the uterus are drawn out and 
the peritoneum and muscular fibres from the abdominal wall are 
drawn out, thus making a suspensory ligament in the centre 
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of which are the fixation sntures. The sutures cannot be said 
to cat out; they drag oat uterine tissue and tissue from the 
anterior abdominal wall, and thus make a suspensory ligameBk 
In one case in which I performed celiotomy a year after a pre* 
vious yentrotixation I found the two silk sutures in the middle 
of the suspensory ligaments, which were about one and one-half 
inches long. These buried sutures have never done any harm 
in the cases I have operated upon (a)K)ut seventy-five in number), 
and I have corresponded very closely with the women in order 
to learn the ultimate results. 

Db. Baldy exhibited 

SPEGIMKNS OF THBEE PBIMARY MALIGNANT OVAKIAN TrMOBS. 

I present this evening several unusual specimens: primary 
solid malignant growths of the ovary. Of this group of cases, 
of conrse, the sarcomata are the ordinary and common ones. 
The specimen I hold in my hands is an example of this class. 
The specimens of solid ovarian tumors are very apt on patho- 
logical examination to turn out to be sarcomata. Primary car- 
cinomata are exceedingly rare in the ovarv. I have here an 
undoubted specimen of primary carcinoma which is solid through- 
out most of its bulk. There are points of cystic degeneration. 
Dr. Bejea, with whose good work we are all becoming familiar, 
examined it and assures me that microscopically it is undoubtedly 
a carcinoma. 

I have had one other case, the specimen of which I cannot 
present because the operation was done up in the State and the 
specimen left in the local physician's hands. I wrote for it, but 
he replied that it had been thrown away. The case clinically 
so closely simulated this which turns out to be a true primary 
carcinoma of the ovary that I do not doubt they were identical. 
From the clinical standpoint the cases were undoubtedly malig- 
nant. In this first case of carcinoma, of which we have the diagno- 
sis verified by the microscope, no involvement any place else in 
the body occurred excepting this one ovary. In the case in the 
country both ovaries had undergone cystic degeneration, and the 
disease had passed from the ovary itself through the mesocolon 
tissues throughout the abdominal cavity. The intiltration was 
so complete that it was impossible to say that it was absolutely 
a primary case. The disease, however, seemed to have spread 
from the ovary. I looked at tliat point carefully, to determine 
from a clinical standpoint whether it was primary or not. In 
the case I hold in my hands there was no other involvement, 
excepting omental adhesions over the entire surface of the 
ovary. The omentum beyond the surface of the adhesions was 
not yet infiltrated ; it did not appear to be an unhealthy omen- 
tum. The tumor has shrunken since removal ; it was a third 
larger originally. It was attached besides to a point in the 
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mesoileum on one side, so much so at one time I feared it would 
be impossible to tear it away without injuring the bowel. The 
infiltration was clearly and entirely iu the mesoileum and did 
not involve the bowel tissue. The disease was unquestionably, 
as far as I was able to determine, original in the ovary. It was 
still confined at the time of operation to the ovary, excepting at 
that one point. 

The history of these cases is not satisfactory. They all came 
from a distance. A history of noticing a tumor several years 
ago ; tumor remaining of originally noticed size without giving 
trouble ; suddenly, within the limit of a year, beginning to grow 
— grew very rapidly, so far as the patients could say. This is 
characteristic of malignant development. None of the cases 
had any ascitic fluid; it is rather usual to find ascitic fluid 
in these cases. There might have been half a pint scattered 
throughout the abdomen in the one case. So little was there it 
was not noticeable at the time of operation. 

The third specimen is a myxosarcoma. These are of the 
more common varieties of solid tumors. This is a very pe- 
culiar shape. Indeed, after opening the abdomen and thrust- 
ing my hand in I thought 1 had a kidney to deal with. I 
thought so until I brought out the mass. The second ovary 
was involved. The only other involvement was a diffusion of 
the sarcomatous nodules, small as a split pea, radiating down 
the cul do sac to the bottom, too far down to successfully re- 
move it all. I simply removed both ovaries, so they would not 
take on rapid or large growth before the time cam^^ for the 
woman to die. Little or no ascitic fluid was found. Pauhologi- 
callv this specimen turns out to be a myxosarcoma. 

The convalescence in all these cases is slow and tedious, j 
have had half a dozen cases of this character in my lifetio^^^ 
These three all occurred in one month's time. Those occurring 
in my early experience were not examined accurately enough 
to enable me to state whether they were sarcomata or carcino- 
mata. They were solid tumors of the ovaries with cystic 
degeneration. Thinking back over the cases so far as remem- 
brance goes, convalescence was miserably slow; months went by 
before they picked up. I know of but one of these still living. 
Dr. Joseph Hearn sent her into my hands some three or four 
years ago. The tumor was most terrifically adherent; bowels 
up to the stomach were matted together. 1 had no hopes that 
the patient would get off the table alive. 

SMALL BOUND-CELLED SARCOMA OF UTERINE CAVITY. 

The past few months I have had an innumerable number of 
malignant diseases, some operable, some beyond possibility of 
operation. The woman from whom this specimen — a womb 
with a large growth from its cavity — was removed came into 
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my hands with the foulest-smelling discharge I have ever 
noticed. She was rather stout and rosy-cheeked ; most of these 
sarcomatous cases have rosy cheeks and many of them are stout 
women. The tumor is a large, gangrenous mass, which appeared 
at operation to be a sloughing fibroid tumor ; however, subse- 
quent examination shows it to be a small round-celled sarcoma. 
The appendages in this case were perfectly normal ; no adhesions 
of any account; there were fibroid nodules at the posterior por- 
tions of the uterus. 

SOFT MYOMA COMPLICATED BY OVARIAN CYSTS AND HYDROSALPINX. 

This next specimen is a typical soft myoma. They are rather 
of the character of fibroid tumors. Sometimes they are so soft 
as to make one think he has to deal with a pregnant uterus. 
They are almost always unilocular. This one was buried to a 
considerable extent in the broad ligament; that is rather un- 
usual. Ovarian cysts and tubes, both of which contained fluid, 
complicated this case. The broad ligament outside of the 
ovary shows a cyst just in the fimbria of the tube, possibly a 
broad-ligament cyst in addition. 

DIFFUSED TUBERCULOSIS OF UTERINE APPENDAGES. 

I present this specimen, and we must accept it as a case of 
diffused tuberculosis if we accept the pathologist's word. This 
patienc four years ago had a miscarriage. From that time she 
has been a miserable, broken-down woman in constant suffering. 
A few months ago she weighed one hundred and eleven pounds ; 
comes now weighing ninety-one pounds. You can see the 
enormous tubes and ovaries on both sides of a small uterus. 
We are told all sorts of disagreeable things because we remove 
a uterus so small — an infantile uterus — but this is such a pretty 
specimen of why we should remove even a small uterus I could 
not forego bringing it before you. You will notice the tube, 
ovary, or whatever it was that was attached to the fundus, left 
a torn, cheesy, friable surface. The peritoneum is almost en- 
tirely denuded from its surface, leaving a nasty, degenerated 
uterus. No one could question, after looking at this specimen, 
but that it were better out of the woman's body than in it. 

Microscopically this specimen proves to be a condition of 
diffused tuberculosis. Dr. Beyea tells me it is a very rare form 
of the disease. The side which apparently is not tubercular is 
the side from which the specimen was cut demonstrating that 
it is tubercular ; the probability is, the other is tubercular be- 
yond question. The pus from the tube is in the hands of a 
bacteriologist for culture purposes ; as yet I have no report as 
to the presence of micro-organisms. (The pus was subsequently 
found to be sterile.) The clinical symptonis were those of pus 
tubes. It was a terrific case of adhesions; the tubes and the 
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bowels on the left side were adherent to the abdominal wall. 
It is exceedingly rare to find sneh adhesions. Everything was 
wrapped up in omentom, obscuring all the landmarks. The 
operation was an exceedingly difficDlt one. 

The qnestion of deciding for or against drainage by a bacteri- 
ological examination is a very interesting one. I have been 
more interested in this since Dr. Penrose's and Dr. Kelly's re- 
searches in the matter. I feel the more interested in that I 
have closed so many abdomens in the past two years that I 
hardly can have helped to have closed some with streptococci 
or bacilli coli communis in the pns« and they have all gotten 
well where hysterectomy has been done. The only fatal cases 
liave been those where hysterectomy was not performed. If 
these micro oro^anisins do exist and are the points of danger, we 
cannot escape more than a few times in half a dozen cases with- 
out an accident. We must go away from the bacteriological 
standpoint for drainage, if patients get well in spite of these 
germs beinof found and no drainage used. I closed this case 
without drainage, hoping I would find some of the bacilli which 
are supposed to be fataL The patient did well, in spite of the 
fact that there was considerable oozing from points of denuded 
tissue. On the third day she was not so well. I felt at the 
time, and in fact knew, that some of the spectators condenmed 
me for not doing more sntnrinsrof the bowels where they had 
been injnred in tearing away the adhesions. An examination 
of the exposed mucous membrane showed, however, a healthy 
condition. I did not believe they would slough away, and so 
closed the abdomen, with half a dozen knuckles of denuded 
bowel with mucous membrane exposed. The bowels moved, 
in spite of traumatism, in less than forty eight hours : opened 
easily, no distention whatever. Pulse good, 85 or possibly 90 ; 
temperature possibly 99°. Within twelve hours thereafter the 
pulse was 130, 140, and finally 160. Every other symptom 
about that patient remained good. I believed that the acennin- 
lation of drainage in that pelvis was so large that the patient's 
heart was being overworked from the absorption. 1 gave the 
patient some ether, laid her on the table, opened the posterior 
cul-de-sac of the vagina with a few cuts of the scissors, passed 
my finjorer into the peritoneal cavity, and did not get a drachm 
of fluid from it. Throughout the pelvis I could feel my sutur- 
ing over the stump and the overlying intestines. Pulse became 
gradually better and she slowly assumed perfect convales- 
cence. 

Why the patient did so badly I could not understand. The 
lack of drainage was proven not to be the cause. With the 
exception of pulse she had a typical convalescence. 

Dk. Penrose. — E think that if Dr. Baldy had studied this 
subject of bacteriology in connection with drainage he would 
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have known that the pus in this tube which he presents was 
sterile and that drainage was not necessary on that account. In 
these long standing fibroid cases with but a small amount of 
pus no micro-organisms are found. 

Dr. Baldy. — I think the pus is sterile. Dr. Penrose is per- 
fectly right. I expect to find, this pus sterile when the report 
comes in. The point I am in doubt about is whether, if not 
drained, they will die when the pus is found to be not sterile, 
and on this point I think the gentlemen draining from the 
bacteriological standpoint have failed to prove their point. In 
other words, I am of the opinion that where they have drained 
and there was trouble, it was due more to the tube itself and its 
management than to the bacteria found at the time of the ope- 
ration. Again, I feel quite confident that I can tell just as 
well from my clinical experience when to drain as they can 
from their bacteriological examination. If I prove to be correct 
in this supposition there will be no use, of course, for the extra 
armamentarium and trouble in taking the cultures and making 
the examination. At best the whole thing is a nuisance, and a 
danger if it is proven to be unnecessary. This point I propose 
to test by closing everything without drainage. If they all get 
well and I find bacteria in the pus from some of them, 1 will be 
satisfied in future to leave bacteriology from this standpoint to 
the theorist. 

Dr. Penrose presented two specimens: 

FUNGOID ENDOMETRITIS. 

The uterus was removed by celiotomy October 22d, 1895, 
from a woman 36 years of age. She had been bleeding con- 
tinuously for over two years. 

Vaginal examination showed a uterus enlarged to the size of 
a two months' pregnancy, hard and fibroid in character, retro- 
verted, and adherent. The Fallopian tubes and ovaries were 
enlarged and adherent. 

Pathological examination of specimens. — The specimens con- 
sisted of the uterus and the tube and ovary from each side. 
The uterus was almost spherical in shape and enlarged to the 
size of a two months' pregnancy. It measured 10 centimetres 
in length, 9 centimetres in breadth at the fundus, 6.4 centi- 
metres at the site of amputation, and 7 centimetres in its great- 
est anteroposterior diameter. It was covered with adhesions 
on its posterior surface, particularly on the left side where it 
had been adherent to the sigmoid flexure of the colon. On 
section it was resisting to the knife, the resistance increasing 
as the endometrium was approached. The muscular wall was 
generally 3 centimetres in thickness. The corporeal endome- 
trium was over the entire surface very much hypertrophied, 
measuring from 1 to 1.5 centimetres in thickness. The surface 
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was irregular and the tissue was soft, apparently partially mace- 
rated, and here and tliere a minute cyst or area of hemorrhage 
was to be^ seen. The new growth of endometrial tissue was 
macroscopically limited to the corporeal endometrium. Except 
that the tissue was soft, it presented the characteristics of cancer 
of the endometrium. The right tube was 11 centimetres in 
length and from 0.5 to 0.3 centimetre in diameter. The abdom- 
inal ostium was closed ; it progressively enlarged from the 
proximal extremity and was dilated into a cyst in the distal 
third. The peritoneal surface was smooth and normal except 
in the distal third where the tube was attached to the ovary by 
a few organized adhesions. The mesosalpinx was considerably 
thickened and shortened. The ovary was sclerotic. The left 
tube measured 12 centimetres in length and 0.5 and 1.2 centi- 
metres in diameter. The abdominal ostium was patent. Except 
that this tube was harder than normal, it presented nothing 
pathological. The mesosalpinx was thickened. The ovary was 
torn and covered with adhesions, but the stroma tissue appeared 
normal. 

TX7BBB0ULAB KIDNEY. 

E. H., 34: years of age, white, housewife, married thirteen 
years, IVpara, no miscarriages. Admitted to the University 
Hospital October 8th, 1895. Menstruation first appeared at 14 
year3 of age and has always been regular. She had always been 
in excellent health until a year ago ; since then she has com- 
plained of backache and pain in both iliac f osssb, extending down 
both limbs. Last January she noticed for the first time a tumor 
growing in the right lumbar region. There was no history of 
injury or acute exciting cause for the appearance of this tumor. 
The bowels are constipated. Examination of the urine was 
negative. Father and mother and sisters and brothers are all 
living and healthy. Vaginal examination : the uterus was retro- 
flexed and both tubes and ovaries prolapsed and enlarged. 

Inspection of the abdomen showed a slight bulging or promi- 
nence in the region of the gall bladder. Palpation showed this 
to be the anterior portion of an irregular cystic tumor about the 
size of a child's head, extending from the normal position of 
the right kidney to the anterior abdominal wall. The diagnosis 
of tumor of the kidney was made. Operation October 11th, 
1895. Incision was made in the right semilunar line. The 
kidney was enucleated and removed. The ureter was diseased, 
enlarged to the size of an index finger, a mass of caseous mate- 
rial filling up the lumen. An incision was made through the 
loin and a strip of gauze introduced for drainage. The ureter 
was sutured to the abdominal incision and the wound closed. 
As the dressing was being applied the ureter tore away from 
the sutures and disappeared in the abdomen; a small strip of 
gauze was therefore introduced as an anterior drain. Convales- 
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cence was very easy. Both drains were removed within a week, 
and the wounds were firmly closed two weeks after operation. 

He also reported 

TWO CASES OF APPENDICITIS AND PBEGNANCY. 

The first ease, operated npon during last October, was one of 
chronic appendicitis which had seriously interfered with the 
progress of one pregnancy and had necessitated abortion in the 
second pregnancy. The following is her history : 

Mrs. J. S., aged 35, married, seven children. In July, 1894, 
when about seven and a half months pregnant, she began to 
complain of pain in the abdomen, most marked in the right 
hypocliondriac region, extending thence to the right shoulder. 
On account of the pregnancy no mass or tumor was at this time 
discovered by her physicians. The pain continued extreme in 
character, requiring the administration of large doses of opium, 
until the 20th of the following August when she gave birth to 
a child. After the labor her physicians discovered what they 
described " as a tumor, two and one-half inches in width, extend- 
ing from the ribs to Poupart's ligament on the right side." 
The pain in the right side of the abdomen continued in a lesser 
degree until the following February, when she again became 
pregnant, and with the pregnancy the abdominal pains became 
very marked in character. In the following May the pain was 
so extreme and the woman in such a reduced condition that her 
physicians feared collapse and decided to bring on premature 
labor. This was done on the 1 Ith of last June. Since this time 
there have been continuous pain and tenderness in the right 
abdomen, extending from Poupart's ligament to the costal mar- 
gin. She has also had several attacks of pain and swelling 
in this region. The so-called tumor has persisted, being more 
marked at some times than at others. 

She was admitted to the Gynecean Hospital during the pa^t 
October, and the following condition was found by examination : 
The uterus somewhat enlarged, normal in position. Eight tube 
and ovary slightly adherent, left ovary enlarged to the size of a 
duck's egg and cystic. On the fundus uteri was felt an irregu- 
lar knob or mass resembling very much a subperitoneal fibroid. 
The right rectus muscle was rigid and board-like, tender on pal- 
pation as any muscle in a condition of cramp. There was 
marked tenderness over the vermiform appendix. The woman 
said that she had always considered the tumor which had been 
found by her doctors to be merely the rigid rectus muscle. 

Celiotomy was performed, the abdomen opened in the median 
line, and the following condition found: Uterus somewhat 
larger than normal, on the top of which was adherent a mass or 
wad of omentum about the size of a hen's egg. The right tube 
and ovary were also adherent, the tube, however, being patulous. 
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The left ovary was cystic, the size of a duck's egg, and it with its 
tube was slightly adherent. There were many healthy shred-like 
adhesions thronghoat the lower portion of the abdominal cavity. 
The vermiform appendix was found firmly adherent by healthy 
adhesions to the posterior abdominal wall, hard and cord-like in 
character. Both tubes and ovaries, the mass of omentum on the 
top of the uterus, and the vermiform appendix were removed. 
During the whole operation, notwithstanding the fact that the 
patient was under the most complete anesthesia, the right rectus 
muscle remained rigid, so that it interfered very much with the 
manipulations. 

Convalescence was uneventful. A week after operation the 
rigidity in the right rectus muscle had altogether disappeared. 
I think that the inflammatory condition in the abdomen had in 
this case arisen primarily from the vermiform appendix. The 
abdominal ostia of the Fallopian tubes were both patulous, and 
there were no adhesions whatever in the neighborhood of the 
abdominal ostia, nor was there any disease of the raucous mem- 
branes of the tubes. The adhesions to the tubes, ovaries, etc., 
were of the same character as those found throughout the rest 
of the abdomen, most marked in the neighborhood of the vermi- 
form appendix. The rigidity of the right rectus muscle is the 
most striking feature, persisting, as I have said, notwithstand- 
ing the most profound anesthesia. 

Case II. — Mrs. S., aged 33, married, multipara. Oif the 30th 
of last April she had a miscarriage and has not been perfectly 
well since. On the 6th of last August she had her last natural 
menstruation. The September period was missed, and from this 
fact, in conjunction with other symptoms, she concluded that 
she was again pregnant. On Saturday, September 2l8t, shewas 
attacked with general violent abdominal pains. The next day 
the general pains had disappeared and there were present marked 
tenderness and some swelling in the right iliac region. The 
following day she had a chill with elevation of temperature and 
some bleeding for two or three hours from the vagina. From 
that time until admission to the Gynecean Hospital she had 
been in bed with swelling in the right abdominal region extend- 
ing over the anterior superior spine of the ilium to the costal 
margin. 

A diaofnosis of pregnancy complicated by acute appendicitis 
was made, and she was operated upon at the Gynecean Hospital 
on the 14th of November. The appendix was five inches in 
length. A perforation about one-third of an inch in diameter 
was discovered, situated at about one inch from the tip of the 
appendix. Protruding from this perforation was a fecal concre- 
tion of the size and shape and hardness of a prune seed. The 
appendix was removed, and the woman has thus far had an unin- 
terrupted recovery. 

Dr. Deavkr. — I believe if cases were investigated we would 
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find more abortions due to appendicitis than we think. I liave 
found this condition of affairs where women had previously 
miscarried, and where after the removal of an adherent appen- 
dix, again becoming pregnant, they went on to full term. I 
was struck when I heard Dr. Penrose refer to this, and I 
believe that the inflammatory trouble in the case he reports 
originated primarily in the appendix. 

Dr. Noble. — I have also met with a number of cases of ap- 
pendicitis complicating pregnancy. I saw a very interesting 
one a few days ago. The patient had had one child with a 
normal pregnancy and labor, became pregnant again, and suf- 
fered marked pain during her pregnancy. Although she had 
a normal pelvis and had borne the Srst child without difficulty, 
the pains in the second labor were absolutely ineffectual and the 
ehild was delivered with forceps. About thirty hours after the 
labor she was taken with high fever. The temperature ran up 
to 105° F. I saw her upon the eighteenth day. The tempera- 
ture had fluctuated from 100° F. in the morning to 103f ° F. in 
the afternoon during that time. I found a large abscess in the 
appendix region, which I was able to open and drain without 
opening the general peritoneal cavity. No doubt there was an 
inflamed vermiform appendix, and the pressure brought about by 
labor or through the traction of the uterus after it had been 
emptied gave rise to this abscess. It is a very delicate question 
whether or not to take out the appendix during pregnancy, un- 
less symptoms are very urgent. 1 saw a case, during the sum- 
mer, on the ninth day of a mild attack of appendicitis. Had I 
been called in earlier I probably would have removed the ver- 
miform. The fever had disappeared and the patient was plainly 
better. She went on to recovery. It is a nice point to decide. 
My own feeling is, I would not remove the appendix until after 
eareful study of the case, unless the symptoms were urgent. 

Dr. Herst. — I have had a remarkable experience in appen- 
dicitis with pregnancy. I saw, a year ago, a woman midway in 
pregnancy who had been seized with symptoms of peritonitis 
about eighteen hours before. Two or three hours later the 
abdomen was opened ; I found a uterus four and a half months 
pregnant. It was necessary to lift out the womb before the 
diseased appendix was found under it. Two ulcers in the ca- 
put coli were discovered, which I think were penetrating, but I 
had not time to investigate. In addition there was a true un- 
limited suppurative peritonitis, pools of pus lying between the 
coils of intestine, nowhere limited by adhesions. I washed out 
the abdomen, sewed up the ulcers, and removed the appendix. 
The woman got well and was delivered at term without diffi- 
culty. 
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Dr. Kichabd C. Norkis presented a specimen of 

FIBE0CT8TI0 TUMOR OF THK OVARY. 

Mrs. H., 56 years old, has bad three children, the last twenty- 
three years ago. Menopause occurred when she was 40. About 
four years ago the patient first noticed slight abdominal enlarge- 
ment and pelvic pain ; six months later she consulted a physician 
who advised her to see Dr. William Goodell, but about this time 
the enlargement of the abdomen apparently diminished in size, 
all discomfort disappeared, and the patient gave no further 
thought to her condition. 

In June, 1895, dysuria appeared, at which time the abdominal 
enlargement began rapidly to increase in size. The patient has 
had no pain and suffers only fron the inconvenience occasioned 
by the size of the tumor. The right legwas swollen for the 
first time four weeks ago. After taking Epsom salts the abdo- 
men decreased slightly in size (probably the result of absorption 
of ascitic fluid) and the swelling in the right leg entirely dis- 
appeared. 

Escamination, — A cystic tumor, with roost marked fluctuation, 
extends two and a half inches above the umbilicus, and a solid 
tumor is felt on the right side, extending three inches above the 
horizontal ramus of the pubes and downward into the pelvic 
cavity. The upper margin of the solid portion of the tnmor 
can readily be outlined and gives distinct ballottement, indicat- 
ing the presence of free fluid in the peritoneal cavity. The 
cervix is pushed forward under the symphysis pubis; the pos- 
terior cal de sac, and in fact the posterior half of the pelvic 
cavity, are filled by the solid portion of the tumor, which 
apparently is continuous with the body of the womb. The 
fundus uteri cannot be palpated either above the symphysis, 
through the abdomen, or per vaginam. The nodular mass felt 
through the abdomen is freely movable, and the pelvic mass, 
while fixed in the pelvic cavity, can be slightly dislodged by 
firm pressure. The tumor was thought to be either a fibrocystic 
tnmor of the uterus or a fibroid tumor and an ovarian cyst. 

Operation^ October 30th, 1895. — So soon as the abdomen was 
opened a free discharge of yellow, ascitic fluid occurred ; the 
cyst was freed from a few adhesions, was tapped, and four 
quarts of fluid were withdrawn ; the cyst wall was then readily 
delivered up to the line of union of the cystic and solid portions 
of the growth. The latter was easily dislodged from the pelvis, 
after passing a finger behind the mass to the bottom of Douglas' 
pouch to permit the entrance of air under the tumor. A small 
pedicle was tied and the tumor removed. The patient's conva- 
lescence has been uncomplicated, despite an albuminuria, renal 
tube casts, and mitral lesion of the heart that were present 
before the operation. 

Sections were made by Dr. Lawrence Smith from the tumor 
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itself as well as from the ligament or pedicle passing off from it. 
Those from the tumor show a preponderance of smooth muscle 
tissue arranged in typical bundles, with a tendency to the 
formation of iibrons tissue between the bundles in some parts of 
the sections. In some portions the cells are not so typical as 
in others, but nowhere is there any evidence of sarcoma. The 
blood vessels have well-developed walls, whose muscle fibres are 
identical in form with those composing the bulk of the tumor. 

Sections from the ligament show a myomatous infiltration 
around its thickened portion. The peritoneum shows inflam- 
matory thickening with round-celled infiltration in some por- 
tions. The bulk of the ligament is normal. 

The second specimen, a monocyst of the ovary, is from a 
patient, Mrs. S., 47 years of age. This specimen is presented 
to contrast the conditions of the two patients coming under 
observation about the same time. The woman who carried the 
small tumor had suffered great pain, was much emaciated, and 
her nervous system was almost wrecked in consequence, while 
the other patient had only experienced slight annoyance from 
the presence of the larger and partly solid tumor. Both patients 
have recovered without incident. 

Dr. John B. Deavee presented two specimens : 

FIBBOID OF THE UTERUS WITH A DERMOID CYST OF THE RIGHT 
SIDE AND A PY08ALPINX OF THE LEFT SIDE. 

This case (fibroid with dermoid and pyosalpinx) was supposed 
to be one of appendicitis, and as such was brought to my oflice. 
After a careful examination I made a diagnosis of fibroid with 
a dermoid and pus tube. The patient has a great deal of pain, 
which is characteristic of a dermoid, and this pain, in the 
absence of the characteristic symptoms of appendicitis, led me 
to disagree with the previous diagnosis. The interesting point 
about the case is the condition of the kidneys before and after 
the operation. It is my practice in hospitals, where it is possi- 
ble, to have careful urinary examinations made, in every case 
that is operated upon, for two or three days before, and ten days 
after, the operation, in consequence of which I have obtained 
some valuable statistics in regard to the action of chloroform 
and ether upon the kidneys. This work at the German Hospi- 
tal is under the care of a special resident. Examinations in this 
case showed that she passed but eiffht ounces of urine in twenty- 
four hours and that it was full oi granular and hyaline casts. 
I decided that it would not be wise to operate unless there was 
some improvement in the kidneys. We succeeded in bringing 
the urine up to twenty ounces in twenty-four bours ; the casts 
lessened in number but did not disappear. Fpon the arrival of 
her brother, a physician, from Iowa, we ^.ecided upon the lesser 
of two evils and operated. Kecovp/y was uneventful, and the 
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kidneys showed a decided improvement, although the patient 
has chronic Bright's. 

FIBBOID OF THE UTERUS WITH DOUBLE PYOSALPINX. 

Tl)e other specimen I wish to show you is one of a small 
fibroid complicated by double pus tubes. This patient also 
recovered without a bad symptom. In regard to all inflamma- 
tory processes in the abdominal cavity, 1 think they have un- 
questionably a decided influence upon the kidneys, and espe- 
cially is this so in acute appendicitis. 

Dr. Baldy. — I should like to inquire of Dr. Deaver the con- 
dition of the urine, as to amount, in the first patient. 

Dr. Deavkr. — She now passes about twenty-five ounces. 

Dr. Baldy. — That is the usual experience in regard to urine 
in abdominal section ? 

Dr. Deaver. — In unquestionable Bright's disease that would 
tally with the majority of instances. 

Dr. Baldy. — You speak of having made a careful study of 
the urine. What conclusions have you reached as to amount ? 

Dr. Deaver. — I find the urine is increased but little. I 
frequently find casts present. This investigation has been car- 
ried on by Weir, also* by Israel, the German surgeon. He 
selected one hundred healthy individuals, examined their urine 
before giving them chloroform, studied the urine ten days after, 
contrasting between patients upon whom he did not operate, 
and found many instances where casts were not present before 
but were present after the administration of chloroform. The 
quantity of urine varied from forty to fifty ounces. I think 
anesthetics have little influence on the amount. 

Dr. Baldy. — My experience has been absolutely the reverse 
of that of Dr. Deaver. I have noticed for years that the pa- 
tients will pass after abdominal section as little as six ounces 
in twenty-four hours, very frequently eight or ten, where they 
passed thirty or forty before. I find it several days before the 
urine regains its normal quantity. If I am not mistaken. Dr. 
Penrose presented a paper before the Section last winter which 
brought out these points very forcibly. Dr. Penrose based his 
statistics on the cases treated in the Gynecean Hospital. 

As far as Bright' s^ disease is concerned, this is the only reason 
why I would hesitate to operate, because of the lack of secretion 
after the operation. 1 have operated upon dozens of Bright's, 
and in none of the cases have the patients suffered from the 
complication. If the patient is passing eight or ten ounces 
before operation, I always have the fear that perhaps she may 
not pass eight or ten drachms afterward. 

Dk. Penrose. — I think the small amount of urine in the 
tables you refer to was due to the fact that water was kept away 
from the patient for the first forty-eight hours. 
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Dr. Baldy. — Just so. That is the case with Dr. Deaver's 
cases also. VV"hat surprises me is that the resident or nurses 
should report the amount the same as before operation ; it 
seems incredible. 

Dr. Koblb. — The first case of Dr. Deaver's, which he pre- 
sented because of multiplicity of lesions found, reminds me of 
one in which I found eight good sized fibroid masses, an ovarian 
tumor, and an unruptured extrauterine pregnancy. I cleared 
out the pelvis hy doing a hysterectomy, and the patient got well 
without incident. This is the greatest number of lesions I 
have encountered in one pelvis. 

The question of the urine is one which I presume all of us 
have studied. I have made a careful record during the past 
six years in every patient operated upon in the Kensington Hos- 
pital for Women. About two years ago I tabulated every case. 
My experience is that twenty ounces in the first twenty-four 
hours after an abdominal section is a large quantity. In my 
experience the quantity of urine does not go up to normal for 
at least a week after abdominal section. The urine is measured 
and recorded in all cases, and I do not feel alarmed at the small 
quantity of urine after the operation, if the other symptoms are 
good, especially if fever and nausea are absent. 

As to operating upon patients having Bright's disease, I 
think it is a question as to whether there is or is not an acute 
inflammation in the kidneys. A patient may have Bright's 
disease and yet the kidneys may be working very well. In 
acute nephritis it is a very dilferent matter. Two or three 
cases with large ovarian cysts have had more urine after ope- 
ration than patients having normal kidneys. 

Dr. Da Oosta. — My experience is very like Dr. Baldy's. I 
always expect decrease of urine in first twenty-four hours. I 
am not satisfied to go as far as Dr. Noble and '' feel no concern 
if it does not go up to normal within a week." If the urine is 
not up within forty-eight to seventy-two hours I do something 
to start the kidneys at work. Cutting off water may have some- 
thing to do with the decrease of urine. After operation, you 
know, our patients generally suffer with thirst. I have adopted 
lately an idea I got from Montgomery. When a patient suffers 
from intense thirst I administer every four or five hours enemata 
of normal salt solution. This quenches thirst, and I am rather 
inclined to think a good deal is absorbed and eliminated by the 
kidneys. I notice the urinary flow is stimulated. It may be in 
Dr. Deaver's operations for appendicitis, which are done rap- 
idly, that the patient does not have much ether; the doctor 
probably has a very good anesthetizer. I rather think the 
diminution of the urine depends upon the amount of ether the 
patient absorbs. 

REMARKS ON SUSPENSIO UTERI. 

Dr. Charles P. Noble. — At the last meeting of the Sec- 
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tion the question came up in regard to saspensio nteri, and 
Dr. Norris reported upon the status of a patient whom he 
delivered after I had performed a suspension of the uternSi 
I have seen that patient since and examined her very care- 
fully. I wish to say a few words about the condition of her 
uterus and also the condition of the abdominal wall. The doc- 
tor reported that there was a diastasis of the recti muscles andt 
that the upper part of the line of sutures had separated. The 
question of the closure of the abdominal wall is one in which 
I have been much interested, and have practised a method of 
suturing the abdominal wall for nearly four years without hav- 
ing had a single hernia in that time when the sutures were 
introduced after the method in question. I was quite interested 
to see this patient, to see if a hernia had developed. On exam- 
ining her I am glad to say that I failed to find that the upper 
part of tbe line of union had separated. I must say I think 
Dr. Norris was in error. There is no question as to the dias- 
tasis ; it begins at the ensiform cartilage, extends down to the 
pubis, and therefore is present at the site where the abdominal 
wall was sewed. The aponeurosis is unquestionably united and 
has not separated since it was sewed together. The uterufr 
of this patient is in good forward position, and, so far as her 
pelvic organs are concerned, she is in very good shape. 

De. Nobris. — I examined this patient when she was pregnant 
at terra, when there was marked diastasis of the recti muscles. 
Dr. Noble examines the patient now, probably three months 
later, and there may have been great changes since her delivery. 
I am quite convinced that when I examined her she had not 
only a diastasis of the muscles, but also a separation of the fas- 
cia extending below one or two of the upper silkworm sutures. 
Whether it was a separation of the fascia in the line of the in- 
cision I cannot say, but at the time it impressed me that it was 
a separation at the upper angle of the incision. When she left 
the hospital she had such marked separation of the muscles and 
protrusion of the intestines that at my suggestion she obtained 
an abdominal supporter. No doubt she was wearing this when 
Dr. Noble saw her. When the patient left the Retreat her ute- 
rus was well involuted and very firmly fixed to the abdominal 
wall by the ventrofixation sutures. I was able to put my finger 
into tlie separation of the fascia, and it impressed me that the 
line of separation certainly extended into the line of incision. 

Dk. Noble. — I do not believe sutures were present. I have 
no doubt that the sutures cut out of the uterus. The uterus is 
attached by a tongue of tissue. I do not believe at all that the 
suture is in her uterus. 
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Stated Meeting^ December 19M, 1895. 
John 0. da Costa, M.D., in the Chair. 

Dr. B. C. Hibst read a paper on 

COLPOOLEI8I8. 

I should preface this brief paper with the statement that I 
present it to the Society more in the hope of obtaining than of 
imparting information. 

The scant courtesy that colpocleisie receives in American 
gynecological literature must strike any one who investigates the 
subject. In the article by Jewett in Keating and Coe's System 
it is not mentioned at all. In Parvin's translation of TVinckel's 
book it is expressly stated that all reference to colpocleisis 
is omitted. Skene neglects it altogether in his description of 
the operations for vesico-vaginal fistula. This attitude of Ame- 
rican writers is in contrast with the German and English gyne- 
cologists, who generally give colpocleisis an important place 
among the operative procedures for vesico-vaginal fistula, and 
from some of them, at least, comes the emphatic statement that 
stagnation of urine in the vagina and the formation of stone need 
not be feared. The disfavor with which colpocleisis is regarded 
in this country may be traced, I think, to Emmet's strong and 
unqualified condemnation of it. He declares that a patient is 
better off if urine dribbles over her person constantly than if she 
has continence at the expense of closure of the vagina. It is in 
the hope of hearing whether the experience of our members is 
in accord with Emmet's that I bring this subject before the 
meeting. 

Curiously enough, I have had two patients at one time in the 
Philadelphia Hospital whose vesico-vaginal fistulsB could not be 
closed by the usual methods. I have seen my fair share of this 
affection in the past ten years, and have had to contend with 
fiome, peculiarly difficult cases, hitherto with uniform success, so 
that I can be absolved, I think, from the fault of resorting to 
colpocleisis unnecessarily. Granting, then, that in a small pro- 
portion of cases a patient must choose between closure of the 
vagina and incontinence of urine, is it unwise for her physician 
to counsel the former ? For one, I cannot see that it is. The 
verdict of my patients would so far be in favor of colpocleisis 
without reserve. Whether they shall have reason to regret 
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their vresical continence in the future remains to be seen. Mean- 
while I should be thankful to hear the experience of my 
colleagues in similar cases. As to the technique of tbe opera- 
tion there is little to 6a3\ Any one who has investigated the 
matter at all is familiar with Simon's operation. It is suflScient 
to state that the operation is easy to perform, and is eminently 
satisfactory in its immediate results, at least, in the establish- 
ment of perfect continence. 

The objections to the operation do not seem unanswerable. 
These are stagnation and decomposition of urine in the vagina, 
chronic cystitis, the development of surgical kidnej, the forma- 
tion of stone, sterility, and menstruation into the bladder. The 
first could be avoided, it seems to me, by a denudation of the 
vagiual wall up to the level of the fistulous opening. If this is 
done there should be no vaginal pocket in which the urine could 
collect. Cystitis would be thus avoided. I think that the ope- 
ration is unjustly blamed for surgical kidney. It has been my 
experience that in many cases of bad, neglected fistulae surgical 
kidney exists in consequence of the fistula. It cannot be ex- 
pected, therefore, that closure of the fistula in such a case will 
stay the progress of the disease in the kidneys. It is expressly 
stated by several prominent German operators that a vesical cal- 
Sttlus need not be feared after the operation. The sterility after 
colpocleisis is, of course, a serious matter, but if the patient 
chooses to accept the consequencss the physician need not con- 
cern himself about it. Finally, the menstruation into the blad- 
der is not necessarily attended with ill effects or even with dis- 
comfort. 

A. R. Simpson reports a case in which menstruation was 
absent until colpocleisis was performed ; then the function re- 
turned naturally. One of my cases seems to be particularly 
well adapted to the operation. The uterus had practically been 
destroyed in labor; the uterine cavity, or what was left of it, is 
obliterated and the entire cervix has disappeared. ITeedlesB to 
say the woman does not menstruate. 

Dr John B. Shobbe. — The experience of surgeons with the 
operation of colpocleisis is, in this city at least, very limited. I 
do not know of another reported case, and I was therefore much 
interested in Dr. Hirst's paper. The advisability of previously 
removing the uterus or the ovaries in cases which require colpo- 
cleisis should be carefully considered. I do not clearly under- 



COLLEOE OF PHYSICIANS OF PHILADELPHIA. 139 

stand the coaditions which make the operation necessary. In 
cases of high fistalae the cervix can be used in order to close 
the opening. Dr. Hirst, I believe, once reported such a case. 
Other fistalse can nsnally be closed by one of the familiar 
methods. 

Dr. B. C. Hirst. — Of course in the last case I reported, where 
there was no uterus or menstruation, hysterectomy would not 
be required. In the other case, in which there is menstruation 
into the bladder, I intend, if any trouble follows, to remove the 
ovaries. I think this would be better than hysterectomy, be- 
cause the peritonenm will be further from the collection of 
urine than if the womb were •amputated. In one case I re- 
moved the womb from a woman who had a vesico vaginal fistula 
and at the same time atresia of the vagina. In this case I de- 
liberately chose to obliterate the vagina. I therefore did practi- 
cally a high colpocleisis after hysterectomy, with a very satis- 
factory result so far as that operation went ; but, unfortunately, 
I have learned from the subsequent history, she died some six 
months afterward of obstruction of bowel and perforation of the 
caput coli. However, she had six months of perfect health. I 
do not know how the subsequent complication occurred. Per- 
haps there was some perityphlitis or inflammation of the caput 
coli with perforation rather than adhesions to the stump. That, 
however, had nothing to do with closure of the bladder. 

Dr. H. D. Beyea (by invitation) read a paper on 

malignant ADENOSkIA OF THE CORPUS UTERI AND ITS DIAGNOSIS. 

The history of primary malignant disease of the corpus uteri 
is comparatively brief. Until recent years it was considered 
to be exceptionally rare, and the cases described were regarded 
as carcinomatous simply from clinical observation without ana- 
tomical description. They were mostly cases of advanced 
carcinoma where the body, cervix, ovaries, vagina, and bladder 
were involved and the disease most extensive in the body of the 
uterus. The first reference to be found in the literature was in 
a monograph on carcinoma of the uterus by Wagner in 1858. 
The text books of I860 to 1875 scarcely suggest it as being pos- 
sible, and those of Veit (1868), Scanzoni, and Beigel (1875) 
mention it with a statement of doubt regarding its primary 
origin in the corpus uteri, that the symptoms did not differ 
from those of advanced carcinoma of the cervix, and that a cor- 
rect diagnosis could only be made by destroying the cervix 
and introducing the finger. The greater number of observers 
believed that carcinoma was always primary in the cervix. 
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Ga^serow/ in a clinical report, stated that its existence could 
not be denied, but that it must be extremely rare. In the first 
edition of Schroder's text book (1874) there appears the first 
clinical picture. With this case, and two others likewise indefi- 
nite regarding their primary origin, Schroder's announcement 
was made. However, it was not until the introduction of total 
hysterectomy, the operation of Freund,' which gave the oppor. 
tunity of studying the disease in its earlier stages, and the very 
extensive work of 0. Ruge and J. Veit * in 1881, with a com- 
plete anatomical and clinical study of twenty-one cases and the 
report of twenty two other authentic cases taken from the lite- 
rature, that any definite knowledge of this disease was acquired. 
Thus it is evident that our knowledge of primary carcinoma of 
the corpus uteri has been gained in the last fourteen years. 

The statistics regarding its relative frequency are very vari- 
able and subject to error, since the greater number of cases 
reported have not been proven carcinoma from microscopical 
examination, and, again, one man may see a number of cases 
and another none at all. Thus Szukits * found 1 of the corpus 
uteri to 420 of the cervix ; Ferrus,' 1 to 16 ; Forget,' 1 to 16.5 ; 
Labert,' 1 to 18.5; Willick,' 1 to 54; Schroder,' from a collec- 
tion of the cases reported in the literature, 1 to 50 ; Gusse- 
row was able to collect 80 authentic cases, and but 1 was ob- 
served in 429 cases at the Vienna General Hospital. More 
recent writers have been more careful as regards a positive 
diagnosis. Williams, in the Harveian lectures of 1886, stated 
that he had seen only 7 positive cases; Gusserow has more 
recently collected 122 cases ; Oalderini," of 150 cases of carci- 
noma of the uterus, diagnosed 8 through microscopical exami- 
nation as primary in the body ; Schmid " reports 9 out of 39 
cases where he did vaginal hysterectomy ; Coe," among 9,000 

1 Volkm. Samralung, No. 18. 

» Centralblatt fttr GynftkoloRle, No. 12, 1878. 

' Zeitschrif t f Qr GeburtshOlfe und Gynftkologie, Bd. vi. 

* Zeitschr. der Ges. der Wiener Aerzte, 1867. 

* Cited by K5hler, '* Krebs und Scheinkrebserkrankungen." 

* Gazette medicale de Paris, 1857, No. 41. 

■» ** Traite prat, deg Maladies carcinomes," Paris, 1851. S. 219. 
» Prager V ierteljahrschr., 1853, ii., S. 4. 

»Schr5der'8 ''Handbuch d. Krankh. d. weibl. Geschlechtsorg. ," iv. Auf- 
lage, 8. 295. 
10 Berliner klioische Wochenschrift, 1894, xxxi., 354-356. 
» Centralblatt fttr Gynakologie, No. 43, 1895. 
" New York Medical Record, 1890, xxxvii., 369-374. 
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patients at the Woman's Hospital of New York, found 15 cases 
of primary carcinoma of the uterine body, with 23 in which the 
form of malignant disease was not given. At the Gynecean 
and University Hospitals, in the service of Dr. Penrose, during 
the last two and a half years there have occurred 6 positive 
cases. 

From the statistics of all authors it is shown that every form 
of carcinoma which is primary in the body of the uterus has 
occurred most frequently during the post-climacteric period and 
between the ages of 50 and 60 years ; also, that it is most often 
found in nulli parous women. 

As far as the form of malignant disease which I wish to con- 
sider in this paper is concerned, that of malignant adenoma, there 
is considerable diversity of opinion as regards the nomenclature — 
whether it should be regarded as a form of adenoma or a car- 
cinoma, since in many instances it first appears as an atypical ade- 
noma, and as the disease advances it resembles glandular carci- 
noma. Its definite character as malignant adenoma was first 
described by Schroder in May, 1876, at a meeting of the Berlini 
Obstetrical and Gynecological Society. Martin,* in March of the 
same year, saw and operated upon his first case. Goodell in 1877, 
in his *' Lessons on Gynecology," refers to it as villous degene- 
ration of the endometrium ; Buge and Veit,' as glandular carci- 
noma ; Ziegler,* as adenoma destruens, with the statement that 
it may become an adeno-carcinoma ; Wyder, as a malignant ade- 
noma. Hofmeier * believes it is a distinct disease and should be 
known as malignant adenoma. Birch-Hirschfeld * believes that 
the names malignant adenoma and adenoma destrue^ns are incor- 
rect, since the growth is atypical and therefore carcinomatous. 
Williams* definitely separates malignant adenoma and carci- 
noma. He classifies epithelial malignant growths of the uterine 
mucous membrane into two groups : the first is represented by 
malignant adenoma and the second by alveolar carcinoma and 
cancroid. 

1 " Pathologic und Therapie der FrauenkranklieiteD," iii. Auflage, 1898. 
» Z^'itschrif t f tlr Geburtshtllfe und Gynftkologie, Bd. vi. 
»'* Text Book." 

* Verhandl. der deutschen Gesellschaft ftlr Gynftkologie, 1891. 

» Art. " Adenom " in Eulenburg's ** Real-Encyklopftdie der Ges. Heilk.," ii. 
Auflage, Wien, 1885. 

• " Der Krebs der Gebttrmutter," Deutsch. von K. Abel und T. Landau, 
Berlin, 1890. 
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The statistics regarding its frequency are very imperfect, par- 
tially because no attempt has been made to collect and separate 
the cases reported, and, again, because a great number of authors 
have considered and reported this disease as carcinoma without 
any definite histological description. A number of cases have 
been referred to by Winckel, Gusserow, and Schroder; Martin * 
has operated upon 19 cases ; Hof meier ^ has reported 15 cases 
and Schonheimer * 1 ; Goodell * (3), Mann * (1), and Matthews 
Duncan * (1) have reported cases as villous degeneration ; Coe^ 
has seen 4 cases which were examined microscopically and 
described ; I have myself seen 4 cases during the last two and 
a half years. 

Its relative frequency as compared with other forms of pri- 
mary malignant disease cannot be estimated. It certainly must 
be very rare or else inaccurately described. Like alveolar car- 
cinoma, it occurs more often in nuUiparous women and in the 
post-climacteric period. It, however, may be seen as early as 20 
years^ as in a case of Dr. William E. Ashton's which I saw a 
few days ago. 

The symptoms of which the patients complain do not clini- 
cally differ from those of other forms of primary carcinoma of 
the corpus uteri, except that it usually progresses more slowly 
and is not as apt to give metastasis. 

That it is a malignant disease capable of producing death has 
been shown by a large number of cases reported. It destroys 
the muscle tissue and peritoneum locally, and through metastasis 
infects other organisms. In two cases reported by Martin it 
returned as a form of carcinoma (which is not described) in the 
cicatrix after vaginal hysterectomy. Calderini reports a case 
where the diagnosis of malignant adenoma was made by repeated 
microscopical examination of curetted tissue, the patient dying, 
nine months after the primary diagnosis, of perforation of the 
uterus; at the post-mortem metastasis was found in the liver 
and lungs. Boldt® refers to a case where, because of incompe- 

1 Ibid. ■ Verhandl. der deutschen Gesellschaft ftlr Gynftkologie, 1891. 
8 Archiv ftlr Gynakologie, Bd. xlv., H. 1. 

* " Lessons in Gynecology," 1890. 
« Goodell, ibid. 

» Goodell, ibid. 

' New York Medical Record, 1890, xxxvii., 369-374. 

* Times and Register, New York and Philadelphia, 1892, xxiv., 455-457. 
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tency on the part of a pathologist to make diagnosis, the disease 
was beyond help in six months. 

Its histological description is best appreciated by a brief study 
of the diseases of the. utricular glands. The classification which 
has been determined by a large number of pathologists, and 
which most text books on gynecology have adopted, divides these 
diseases into (1) glandular endometritis, (2) proliferating or the 
fnngoid endometritis of Olshausen, (3) diffuse or circumscribed 
benign adenoma, and (4) malignant adenoma, adenoma destru- 
ens, adenocarcinoma, or glandular carcinoma. In the first, 
glandular endometritis, there occurs a hypertrophy of the glan- 
dular stroctu re ; the glands become longer, tortuous (corkscrew 
shaped) ; the gland spaces are dilated and the columnar epithe 
Hal cells enlarged, but there appears to be no proliferation of 
tissue. In the hyperplastic or fungoid endometritis there is an 
extensive proliferation of all tissues, but most marked in the 
glandular elements. The glands are not only enlarged and 
dilated, but also increased in number, and they extend deeper 
than normal into the muscle tissue. The proliferation may be 
so pronounced that the gland spaces are obliterated. The stroma 
tissue is also very much augmented and composed of prolifera- 
tion of the normal stroma cells and small round-cell infiltration, 
a process similar to that seen in the developing decidua. The 
appearance of the stroma tissue often resembles that of sarcoma- 
tous degeneration. 

When this proliferation is more marked in the glands and 
the stroma tissue is small in amount we have the third dis- 
ease, or benign adenoma. The glands in this disease are typical 
and regular. When it involves the entire corporeal endometrium 
it represents the diffuse form ; and when limited to an area, the 
circumscribed. The circumscribed form often represents the 
disease known as glandular mucous polyp. Huge * believes it 
should be known as hyperplastic glandular endometritis. 

The fourth disease, that generally known as malignant adeno- 
ma, appears as a benign adenoma which has undergone malignant 
degeneration. The gland spaces are very much enlarged, very 
irregular, and are frequently seen to break through into other 
gland spaces. The columnar epithelial cells are attached to the 
stroma as a rule, and they are often converted into cnboidal or 

* Verhandl. der deutschen Gesellscb. f. Gynak., Ib88. 
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even squamous cells. These cells are frequently seen filling up 
a gland space. They, however, never infiltrate the interstitial 
or stroma tissue. It extends to, and appears to progressively 
destroy, the muscle wall by atrophy or perhaps fatty degenera- 
tion. It persistently progresses as an atypical glandular epithe- 
lial type of disease. 

The following three cases will serve to more fully describe its 
clinical history and anatomical characteristics. They represent 
three of the usual stages of the disease and demonstrate its 
malignancy. 

Case I. — R. G., American, white, 59 years of age, married, 
housewife, IVpara, one miscarriage. Admitted to the University 
Hospital September 5th, 1895. Menstruation first appeared at 
14 years of as;e, and was always regular and normal until the 
menopause, which occurred at 54 years of age. She had always 
been in perfect health, except for the usual diseases of child- 
hood, until the appearance of her present trouble. In Deceni- 
ber, 1894, she noticed for the first time a yellowish, blood-tinged 
discharge from the vagina. The discharge was at first small 
in amount, but gradually increased, becoming more hemorrhagic, 
and during the last two months preceding her admission to the 
hospital it had a slightly oilensive odor. There had at no time 
been any degree of hemorrhage. In July, 1895, she began to 
complain of pain in the back, extending down both thighs. She 
had not lost in flesh and strength. On admission to the hospital 
she complained only of the symptoms described. Micturition 
was normal and the bowels regular. There were no signs of a 
cachexia. The family history was negative. 

Vaginal examination. — The cervix was noticed to be elon- 
gated, but otherwise normal. The uterus was enlarged to the 
size of a three months' pregnancy and contained a hard nodule 
in the median line at the fundus. The tubes and ovaries could 
be felt adherent to the pelvic floor. The uterine cavity mea- 
sured four inches. A bloody and slightly oflEensive discharge 
escaped from the vagina during the examination. A diagnosis 
of fibroid tumor of the fundus uteri was made, but, as it seemed 
scarcely possible that the uterine cavity could be so much 
enlarged by this small tumor, it was thought advisable to remove 
a portion of the endometrium for microscopical examination. 
This examination showed the portion of tissue removed to be 
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positively that of advanced malignant adenoma. The uterus was 
removed by Dr. Constantine Goodell and myself on September 
11th, 1895. 

MacToscdpical examination of specimen. — The specimen was 
a very large uterus containing an intermural fibroid tumor at 
the highest and central portion of the fundus. The tubes and 
ovaries, having been misplaced, were not included in the speci- 
men. The uterus measured 15 centimetres in length, 9.5 centi- 
metres transversely in relation with the fundus and fibroid 
tumor, 3.5 centimetres at the internal os, and 5.5 centimetres in 
its greatest anteroposterior diameter. The peritoneal surface 
was smooth and normal except where lacerated during operation. 
The fibroid tumor was felt as a hard nodule, the size of a lemon, 
surrounded by considerable muscular tissue and appearing as a 
hypertrophy of the fundus uteri. The cervix was very long, 
measuring two inches, and was macroscopically normal. The 
uterine cavity, from the external os to the highest point of the 
fundus, measured four inches in length. On section the walls 
surrounding the uterine cavity were seen covered by a white 
new growth of tissue which extended, destroying, evidently not 
infiltrating, the muscular wall. That it destroyed and not infil- 
trated the muscular wall was shown in the sharp line of demar- 
cation between the white new growth and flesh-colored muscular 
tissue. The fibroid tumor protruded slightly into the uterine 
cavity and here was covered with a thin layer of the new 
growth. The new growth, which was undoubtedly malignant, 
was more advanced in the walls just below and surrounding the 
protrusion of the fibroid tumor ; at this point the muscular wall 
measured 0.4 ceatimetre. Below this, toward the internal os, 
the uterine muscular wall became progressively thicker, and the 
new growth less and less extensive until it disappeared where 
the cervical endometrium began. The new growth was very 
soft in consistence, formed into slight nodulations on the sur- 
face, with here and there a small area of hemorrhage. The 
cervical endometrium was smooth and apparently normal. 

From this macroscopical examination it was evident that the 
new growth was a malignant type; that it began in the cor- 
poreal endometrium, very probably just below the fundus, was 
rapidly destroying the muscular wall, and would have in a short 
time perforated at the point where the muscular wall measured 
0.4 centimetre ; also that it was confined to the surface nor- 
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raally covered by the corporeal endometrium, and that, unlike 
the usual alveolar carcinoma, it destroyed rather than infiltrated 
the muscular wall — this last demonstrating that this form of 
new growth would perhaps be less apt to give metastasis, but 
would extend by a progressive destructive process, at least until 
it perforated the peritoneum. 

Microscopical examination of specimen. — Sections made 
through the various portions of this excessively thickened and 
diseased corporeal endometrium, including the muscular wall, 
show the typical characteristics of advanced malignant adenoma. 
The alveolar spaces or dilated and distorted gland spaces are 
of irregular size, sometimes smaller even than that of a normal 
gland, and at other times extending across the entire microscopi- 
cal field. They are, as a rule, extremely irregular in shape, and 
at frequent intervals are seen breaking through into other 
spaces. The columnar epithelial cells in many places appear as 
a single layer with small round nuclei attached to a stroma- 
tissue wall. In other portions of the same specimen these cells 
show marked proliferation and often almost fill up an alveolar 
space. They, however, always appear in layers, either attached 
to or separated from the stroma wall. The stroma is generally 
converted into fibrous tissue which here and there shows small 
round-cell infiltration. The disease is about equally extensive 
in all portions of each section. Toward the surface, in relation 
with the uterine cavity, there is a layer, perhaps one centimetre 
in thickness, of proliferated stroma cells separated at intervals 
by a band of fibrous tissue. The disease is seen to infiltrate the 
muscle wall only very slightly. The muscle wall is in every 
section infiltrated with small round cells, very extensive toward 
the endometrium and almost disappearing before the peritoneum 
is reached. Sections through the cervical endometriom and 
muscular wall show nothing beyond a cervical endometritis. 

Case II. — S. S., American, white, 63 years of age, widow, 
housekeeper, Ipara, one miscarriage. Admitted to the Uni- 
versity Hospital September llth, 1895. Menstruation first 
appeared when she was 16 years of age and was always regular 
and normal until the menopause. The menopause occurred 
fourteen years ago when she was 49 years of age. She had 
always been perfectly healthy until she had an ovarian tumor 
five years ago. This tumor and both tubes and ovaries were 
removed by Dr. Baer, of this city, at that time. For the last 
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twenty years she has had a constant leucorrheal discharge. 
Three years ago she first noticed that the leucorrheal discharge 
was slightly tinged with blood and increased in amount, and 
soon afterward she began to have periodic attacks of pain in the 
back and thighs. The pain has never lasted for any length of 
time nor has it been severe. The amount of blood from this 
time progressively increased, and one year ago the discharge 
began to have an oflEeneive odor. During the last three months 
it was almost entirely composed of blood. On admission to the 
hospital she complained of pain in the back and thighs and the 
discharge from the vagina described. The patient had not lost 
in flesh and strength and appeared physically healthy. Except 
that her mother died of carcinoma, the family history was 
negative. 

Vaginal examination. — The external genitals, vagina, and 
cervix were normal. The uterus was retroflexed and adherent 
to the rectum ; it was hard in consistence and somewhat en- 
larged, the uterine cavity measuring three inches in length. 
The tubes and ovaries had been removed. 

As the patient and her friends would not consent to have the 
operation of hysterectomy performed, it was thought advisable 
to curette the uterine cavity. At this operation it was noticed 
that the curette entered deeply into the walls of the body of the 
uterus and that the portions of tissue removed were of abnor- 
mal thickness. Every portion of this removed endometrial 
tissue, representing every surface of the wall of the uterine cav- 
ity, was prepared for microscopical examination. It was found 
to have the characters of malignant adenoma, differing very little 
from that described in Case 1. A letter from this patient, dated 
December 11th, states that she is rapidly losing in flesh and 
strength, is confined to her bed, and cannot live but a few days. 

Case III. — M. H., American, white, 38 years of age, married 
sixteen years, housewife, IVpara, no miscarriages. Menstru- 
ation first appeared when she was 12 years of age, and, until 
her present trouble, occurred regularly every three weeks and 
usually lasted a week. The flow has always been preceded by 
severe pain. She has had a profuse leucorrheal discharge since 
she was 17 years of age. Until two years ago she was perfectly 
healthy. Her trouble began at this time with a pronounced 
hemorrhage from the vagina, which, except for two months fol- 
lowing a curettement of the uterine cavity performed at the 
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Jefferson Hospital a year ago, had persisted up to her admission 
to the Gynecean Hospital on October 18th, 1896. The hemor- 
rhage has at times been very profuse. She has suffered with 
backache, and has lost thirty pounds in weight in the last two 
years. Her family history is negative. 

Yaginal examination showed the cervix to be normal, the 
uterus enlarged to the size of a two months' pregnancy, and the 
tubes and ovaries enlarged, the right being adherent. From 
these symptoms it was determined to perform hysterectomy. 

Celiotomy. — The uterus and tubes and ovaries were removed 
by Dr. Penrose on October 22d, 1895. 

Since the operation this patient has rapidly improved in 
health. 

Macroscopical excmiination of specimens, — The specimens 
consisted of the uterus and the tube and ovary from both sides. 
The uterus, which was amputated one centimetre below the 
internal os, was very much enlarged, the size of a two months' 
pregnancy, and almost spherical in shape. It measured 10 
centimetres in length, 9 centimetres transversely at the fundus, 
6 centimetres transversely at the site of amputation, and 6.5 
centimetres in its antero-posterior diameter at the fundus. Its 
posterior surface, particularly on the right side, was covered 
with adhesions where it had been attached to the sigmoid 
flexure of the colon. On section the muscle tissue appeared 
normal, except the last centimetre in relation with the corporeal 
endometrium, which was more resisting to the knife and was 
evidently infiltrated with the disease. The muscular wall mea- 
sured from 2.5 to 3.5 centimetres in thickness and was therefore 
equally hypertrophied in every part. The corporeal endome- 
trium was generally and equally hypertrophied, but formed into 
small nodulations on the surface. It was very soft in consist- 
ence near the surface and measured from 0.8 to 1 centimetre 
in thickness. Here and there small areas of hemorrhage or a 
minute cyst were to be seen on the surface. This new growth 
was macroscopically limited to the corporeal endometrium, ceas- 
ing abruptly just above the internal os, where the cervical endo- 
metrium became smooth but appeared slightly hypertrophied. 
Eight tube and ovary : The tube measured 7 centimetres in 
length and 1, 1.5, and 2 centimetres in diameter. The abdom- 
inal ostium was closed. It was very much harder than normal 
in the proximal half and dilated into a hydrosalpinx in the distal 
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half. The peritoneal surface was smooth and normal, except 
in the distal third where it was corered with adhesions which 
bound it to a small portion of the ovary. The mesosalpinx was 
considerably thickened, but of about normal length, except in 
the distal fourth where it was obliterated. The ovary was of 
about normal size, but sclerotic. Left tube and ovary : The tube 
measured 10 centimetres in length and generally 0.8 centimetre 
in diameter. The abdominal ostium was patent. It was much 
harder than normal. The peritoneal surface was smooth and 
normal. The mesosalpinx was much thickened and lacerated in 
its proximal two-thirds. The ovary was enlarged and torn, and 
contained an apoplexy the size of a cherry and a few follicular 
cysts ; it was not sclerotic. 

Macroscopically these specimens presented extensive hyper- 
trophy or hyperplasia of the corporeal endometrium, extensive 
hypertrophy of the uterine muscle, and bilateral chronic salpin- 
gitis and perisalpingitis. The diseased endometrium was beyond 
doubt the primary seat of the disease, the uterine hypertrophy 
and diseased tubes being secondary. 

Mierosoopieal examination of specimens. — Sections made 
through the body and cervix of this uterus show beginning yet 
undoubted malignant adenomatous change of the corporeal 
endometrium, and, except for cervical endometritis, a perfectly 
normal cervix. The tissues, a centimetre deep, just within the 
muscular wall show the gland spaces to be very large, irregu- 
lar, and occasionally breaking through into other spaces. The 
proliferation of the gland cells is more extensive than in either 
of the other cases. They are frequently separated from the 
stroma wall, and, generally in irregular layers, fill up the gland 
spaces. They are, however, always columnar in shape. The 
stroma tissue is, as a rule, composed of proliferated cells resem- 
bling those of the normal stroma, and are infiltrated at intervals 
with distinct small round cells. Where the stroma tissue is 
small in amount it is partially converted into fibrous tissue. 
The more superficial portions of the endometrium show the 
glands regular and typical in shape, the gland cells are markedly 
proliferated, and the stroma tissue augmented. This portion 
of the endometrium is that of fangoid endometritis. The 
muscle tissue appears normal. This case represents a very early 
stage of malignant adenoma, yet from the character of the 
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atypical glandular formation in the deeper endometrium I am 
sure the diagnosis is justifiable. 

From the description of these three cases alone it is positively 
proven that clinically this disease is capable of giving all of 
the symptoms which are seen in other forms of carcinoma of 
the corpus uteri ; that it progresses comparatively slowly and 
results in the death of the patient ; that macroscopically the cor- 
poreal endometrium is excessively hypertrophied, the uterine 
cavity markedly enlarged, and the uterine muscular wall hyper- 
trophied ; also that, as in Case 1, it destroys the muscular wall 
and must therefore finally perforate the uterus ; that micro- 
scopically it is an epithelial new growth of a definitely character- 
istic glandular or adenomatous type. 

From a study of the cases reported in the literature it has 
been shown that metastasis to other organs may result. Con- 
sidering these facts, it must be evident to every one that it is an 
excessively malignant disease, and in order to save the patient's 
life it should be diagnosed early and the uterus removed. Can 
it be diagnosed early from the history of the symptoms of which 
the patient complains and a physical examination? I would 
most emphatically say. No ! There are a number of diseases of 
the corporeal endometrium which are also most often seen or 
may be seen during the post-climacteric period which produce 
symptoms identical with this or other forms of malignant dis- 
ease. These diseases are senile endometritis, fungoid endome- 
tritis, mucous polyp, a small submucous fibroid tumor, or even 
glandular endometritis. The dilatation of the cervical canal 
and the digital examination, I know, may in many instances 
reveal nodules on the surface of the endometrium which may 
be carcinomatous. They may, however, be mucous polyps or 
circumscribed benign adenomata. Where malignant adenoma of 
the diffuse form is present the finger could only detect a hyper- 
trophied, soft, and friable endometrium, which might be the 
result of fungoid endometritis or benign adenoma. These be- 
nign diseases, except perhaps benign adenoma, every one must 
admit cannot be considered indications for the operation of 
hysterectomy. 

Can the diagnosis of malignant adenoma be made sufficiently 
early by a microscopical examination of curetted tissue? I 
believe that at least ninety per cent of the cases can be dia- 
gnosed by microscopical examination, but that the pathologist 
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should be thoronghly familiar with the histological appearance 
of every other disease which affects the corporeal endometriuni, 
and the operator should in every instance be positive that the 
tissue removed represents that which is causing the symptoms 
of which the patient complains, if there be symptoms. lie 
should also give the pathologist a report of the symptoms and 
physical conditions found. The method which I would advisee 
to insure this last is that where possible — and I think it is possi- 
ble in every early case — the uterine cavity should be thoroughly 
curetted and every portion of endometrial tissue removed, 
washed free of blood clots, and placed in ninety-five per cent 
alcohol for the pathologist. I know there is a slight element 
of danger of perforation of the uterus where the disease is ad- 
vanced, but in advanced cases it is not necessary to curette so 
severely. 

All of these portions of tissue should be prepared for micro- 
scopical examination, so that if characteristic malignant adeno- 
matous tissue is present it cannot be overlooked. Where the 
disease is localized to a portion of the uterine wall, as in cases 
reported by Bache Emmet,' Coe,' Ruge and Veit,'' and others, 
the method advised by Gottschalk' might be of advantage. 
He dilates the cervical canal, introduces the finger, and, detect- 
ing a hypertrophied portion of endometrium, the specimen for 
examination is removed from this area with the curette. 

The difficulties which pathologists who have made a study of 
this disease meet are as follows : First, the determination as to 
whether a benign adenoma is becoming malignant, which explains 
a number of cases which have been cured through one, two, or 
three curettements. Second, it has been stated that although 
the tissue may present the histological characteristics of malig- 
nant adenoma, yet the patient gets well. Third, a mucous 
polyp may appear as a malignant adenoma and yet every case 
gets well. Fourth, the superficial endometrium, or that ordi- 
narily removed by the curette in acquiring a specimen for ex- 
amination, may be that of benign adenoma, and yet the deeper 
tissue be that of malignant adenoma or carcinoma. 

I believe it is advisable to err on the safe side and remove 
the uterus, even though the first question of doubt as to the 

^ New York Medical Record, 1890, xxxvii. 

« Zeitschrift ftlr GeburtshUlfe und GyDfikologie, 18bl, Bd. vi. 

'Berliner Klinik, Heft 79. 
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conversion of a benign into a malignant adenoma remain unset- 
tled, and thoDgh the second possibility of the patient's recovery, 
despite the malignant appearances of the specimens, be admitted. 
This is the method followed by Martin/ who has operated npon 
sixty <;ase8 where the diagnosis was either benign adenoma 
or malignant adenoma. He states that in seven cases of dif- 
fuse adenoma which were primarily curetted the disease re- 
tamed in from three to seven months. He therefore advises 
vaginal hysterectomy in these cases and in benign adenoma. 
Again, I think it is very probable that at least some of these 
cases reported — for instance, those by Goodell — were not ac- 
curately diagnosed or observed sufficiently long. It is to be 
noticed that one of Goodell's cases died of exhaustion the result 
of this disease. 

A year ago I examined a specimen which contained the endo- 
metrium from a large portion of the surface of the uterus. 
Over one or two small areas there were seen the characteristics 
of malignant adenoma described, but the gland spaces were 
small, the proliferation of gland cells so insignificant, the stroma 
markedly fibrous, that, considering it extended over so small an 
area, I advised that the patient be kept under observation. A 
letter from her a short time since states that she is perfectly 
well. 

Id the third difficulty, that a mucous polyp may appear as a 
malignant adenoma and yet every patient get well, I believe 
a correct diagnosis can only be made from the macroscopical 
appearance of the growth and by repeated curettements at one 
or two months' intervals. It should be remembered here that 
malignant adenoma is sometimes localized to a portion of the 
uterine cavity ; again, that only the glandular form of mucous 
polyp should be considered. 

The fourth source of error, arising from the fact that the 
superficial endometrium or that ordinarily removed by the 
curette in acquiring a specimen for examination, may present 
the features of benign adenoma, while the deeper tissues would 
exhibit malignant adenoma or carcinoma, can be avoided only 
by thorough curettement and the examination described. 

L. Landau' states that a diagnosis can only be considered 
positive when a portion of muscle tissue is removed with the 

1 Berliner Klinik, Heft 79. 

* Centralblatt ftlr Gynakologie, 1890. No. 14, 675. 



COLLEOB OF PHYSICIANS OF PHILADELPHIA. 163 

endometrium. Hofmeier ' criticised this statement, saying that 
malignant adenoma destroys rather than infiltrates the muscle 
tissue, that a diagnosis can as easily be made from the deeper 
portions of the endometrium. Ruge believes that so long as the 
gland alveolar s|)ace8 are regular, the stroma tissue showing a 
simple proliferation, a diagnosis of malignant disease is not 
justifiable. Ruge' also writes that since malignant growths 
have a definite form of structure, if this definite structural 
change is found the growth must be malignant. 

From these observations, regardless of the fact that the micro- 
scope may fail to detect a malignant adenoma of the corpus 
uteri, and that even when tissue is seen which appears malignant 
the patient may get well, I think we are forced to believe that, 
particularly where the symptoms point toward malignant dis- 
ease, the microscopical examination is the only method of posi- 
tively determining a diagnosis. During the last two years at 
the University and Gynecean Hospitals, in the service of Dr. 
Penrose, a microscopical examination of all tissues removed by 
the curette has been made, with the result that malignant disease 
was positively diagnosed in three cases and tubercular endome- 
tritis in a fourth. By this investigation CuUen, of Johns Hopkins 
Hospital, was able to diagnose three cases of tubercular endo- 
metritis. 

In conclusion I wish to thank Dr. Penrose and Dr. Goodell 
for their kindness in permitting me to report these cases, also 
to thank Dr. William E. Ash ton for reference to his case. 

Dr. Hirst. — I wish to move a vote of thanks to Dr. Beyea for 
this extremely interesting and valuable paper. I was brought 
up gynecological ly under Dr. Goodell and naturally imbibed his 
ideas. This explains why personally I have always felt sceptical 
about the existence, or at any rate the prevalence, of malignant 
adenoma. I have so often heard Dr. Goodell say he had reports 
of malignancy return to him from examinations of the scrapings 
of an endometrium, when he knew clinically that the disease was 
not malignant and when continued observation showed him it 
was not so. When my own personal experience began it was 
like Dr. Goodell's. I remember removing a mucous polyp from 
the mother of a medical student. The case appeared very sim- 
ple, and I hardly thought it necessary to have the specimen 
examined. However, I thought it might be better to have a 
microscopist's report, therefore sent the specimen in alcohol 

* Verhandl. der deutschen Gesellsch. ftlr Gyn., 1891. 
» Zeitschrif t f ttr Geburtshtllfe und Gynftkologie, Bd. xx. 
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to a prominent pathologist for eaEamination. To my sarprise 
he returned the report that the tnmor was malignant. Con- 
sequently, on the strength of this statement, I recommended 
hysterectomy. Tbis the patient positively refused. I have ob- 
served her for three years and she is perfectly well to day. 

I recall another experience. A patient after labor was found 
to have a sloughing tumor in the womb. The condition of 
affairs made me suspect malignancy. There were symptoms of 
septic Infection also, and I felt constrained for those two im- 
portant reasons to urge prompt hysterectomy. She refused. 
In order to strengthen my argument I removed a piece of the 
miass from the womb and sent it to a very prominent pathologist. 
He returned the report that the tumor was sarcoma. I an- 
nounced most positively that the woman must die if hysterec- 
tomy was not performed. She ref osed the operation and made 
a perfect recovery. I believe the tumor was a sloughing myoma. 
The pathologist examined the granulation cells from its per- 
iphery. I own that I am converted by Dr. Beyea. but I must 
say it is rather disturbing to be converted. Dr. Beyea states 
that it is difficult to distinguish between the malignant and 
benign adenomata. I fear we will be driven in future to many 
unnecessary hysterectomies by the find of the microscopical ob- 
servation. This is better, perhaps, than to overlook a malignant 
adenoma till the woman is beyond help, when death might have 
been averted by timely operative interference. 

Dr. John C. da Costa. — My experience has been somewhat 
like Dr. Hirst's in regard to pronouncing whether a tumor was 
malignant or not. He brought one case very vividly to my 
mind where I operated supposing there was simple polyp. 
Three months afterward the growth returned almost as large as 
my fist. The microscopist announced that it was malignant. I 
advised hysterectomy, and told the husband his wife would 
probably be dead in two years if it was not performed. But 
now, six years afterward, she has nothing the matter with her. 
I am afraid that the tendency of the paper will be to encourage 
hysterectomy wherever there is a little abnormal growth of the 
uterus. From the doctor's own statement the difficulty of 
diagnosing the case is very great, and the tendency will be to 
remove all uteri that present any suspicious spots, rather than to 
wait a little and see ii it develops into malignant growth. 

Dr. Beyea. — In mucous polyp every one of the cases do get 
well, and knowing this, with the microscopical appearances of 
the growth removed, I believe it possible in almost every instance 
to determine the diagnosis. The only instance where there 
would be any doubt would be where circumscribed malignant 
adenoma developed. This would be only over a very small area 
and would not be apt to appear as a polyp. 

As regards increasing the frequency of hysterectomy, malig- 
nant adenomata are very rare. I have seen only these three 
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cases in making a microscopical examination of all endometrial 
tissue removed at the Gynecean and University Hospitals the 
last two years. 

Dr. B, 0. Hirst presented a specimen of 

TORSION OF THE FALLOPIAN TUBE. 

This is a unique condition. It represents a fibroid uterus 
I removed some time ago in the Howard Hospital with 
hydrosalpinx on one side, which was twisted at least three or 
four time« upon itself, the whole broad ligament being twisted 
with it, so that in one portion of the length of the tube the 




thickness was so reduced that when pulled on a little it broke 
in two. Beyond this point there was a large hydrosalpinx. On 
the proximal side of tube, near the womb, the tube was uormal 
in calibre. I would like to know if any members have seen 
anything of the kind. When the tube parted there was no 
bleeding; the ovarian artery was obliterated. 
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Malignant Adenonna (Advanced) Case I. 



